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FOREWORD 


The appearance of this volume constitutes a milestone in the approach to health policy 
formulation in the World Health Organization. For the first time, one of the Organization's 
major programmes has been analysed historically and in depth. This study gives a vast new 
insight into the dynamics and trends of policy formulation in WHO as a whole and in the 
programme for health manpower development in particular. Such insight should help in the 
formulation of future strategies that are both wise and effective 


The WHO Constitution, adopted in 1946, declares that the Organization's objective is "the 
attainment by all peoples of the highest possible level of health". Why has it taken so 
many years to develop forthright strategies to achieve this objective? This study explores 
the many social forces at work in WHO and in its Member States which inhibited the maturation 
of such strategies. Not until the Thirtieth World Health Assembly, in 1977, was a target 
date set for reaching the objective declared three decades earlier - with the decision that 
the main social target of governments and WHO "should be the attainment by all citizens of 
the world by the year 2000 of a level of health that will permit them to lead a socially and 
economically productive life". 


In 1978, at the International Conference on Primary Health Care, held at Alma-Ata, USSR, 
the deeper meaning of that target was explored in much greater detail and the Conference 
declared that: "Primary health care is the key to attaining this target as part of develop- 
ment in the spirit of social justice". The next year, the Executive Board of WHO initiated 
the formulation on even a more practical level of national, regional, and global strategies 
for attaining health for all by the year 2000, and the Global Strategy was adopted by the 
Thirty-fourth World Health Assembly in 1981. The need for such strategies and the impli- 
cations for health manpower development had been becoming increasingly clear for some years 
before this, and the Declaration of Alma-Ata lent added force to the argument that new policy 
objectives had to be set. 


For health services to be accessible to all people, personnel were clearly needed every- 
where that people lived - total population coverage had to be the goal; this meant far more 
training and use of health auxiliaries than most developing countries had undertaken. To 
make efficient use of auxiliaries and other health personnnel, their work had to be coordi- 
nated in health teams. To expect the required types and numbers of personnel to be produced, 
for coverage and efficiency, required sound planning. The attitudes and competencies of 
health manpower had to be relevant to the real problems of the people, if their services were 
to be effective; this demanded teaching content and methods very different from conventional 
patterns. Planning health manpower in reasonable quality and numbers would result in appro- 
priate training programmes only if there was proper integration between the entities respon- 
sible for health services and those responsible for health manpower development. All these 
policy objectives took shape +n WHO's health manpower development programme, as part of the 
steadily mounting movement to ensure health for all people on earth. All of them could be 


achieved only with enormous effort, and often by overcoming many types of opposition. 


The documentation of this 30-year process in the pages that follow can help to guide us 
to develop effective methods of work in the future. The many experiences of the past can 
provide invaluable lessons on the wisest courses of action to follow towards the great health 
goals that lie ahead and towards the achievement of health for all by the year 2000 through 


primary health care. 


Halfdan Mahler 
Director-General 
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PREFACE 


u . . ; . ’ e 

To look forward with vision, it is wise to glance backward with 
perception - not to be bound by history, nor to blame ourselves or our 
predecessors, but to learn lessons as a springboard to the future." 


Halfdan Mahler 
Director-General 
World Health Organization, 1978 


As the principal international health agency, representing almost all countries, the 
World Health Organization inevitably mirrors the changing national conceptions and practices 
in the evolution of its policies. An understanding of this evolution as it affects health 
manpower policy over the years since WHO's inception, should help to offer guidance on the 


formulation of policy in the years ahead, both in countries and in the World Health 
Organization. 


Objectives 


The objectives of the study reported here, which were formulated in late 1978, were as 
follows: 


(1) to identify the main policies, objectives and thrusts in the health manpower 


development (HMD) programme of WHO during its first 32 years of existence, 1948-1980; 


(2) to identify the factors influencing or determining these policies, and to see how 
they have shaped the HMD programme through changing emphases and various modes of 
implementation; 


(3) to judge how far policy changes and achievements in health manpower development in 
the WHO Member States (156 in 1980) over the past three decades could be correlated, if 
at all, with HMD policies and programmes in WHO; and 


(4) to draw conclusions for the sound formulation of policies and programmes in WHO for 
the near and long-term future. 


To fulfil these objectives required the collection of many types of information from 
divers sources. Several methods of gathering data were necessary, varying with the questions 
posed. Interpretation and judgement were also necessary in the exploration of relationships 
(a) between political and social circumstances and HMD policies in countries, and (b) between 
national HMD programmes and international HMD policies in WHO. Such interpretations can 
seldom yield firm conclusions on cause and effect, but usually lead to general inferences and 
approximations. 


Methodology 


Information on the development of HMD policies and programmes in WHO and its Member 
States was gathered along several lines; reviews and ciritical analyses were made of the 
following five types of WHO materials: 


(1) Records of the governing bodies of WHO. There are several series of documents 
recording detailed discussions of the WHO governing bodies, resolutions adopted, etc. These 


include principally: 


(a) Official Records of the World Health Assembly 
(b) Official Records of the Executive Board | 
(c) Resolutions and decisions of the World Health Assembly and Executive Board. 


vill 
These constitute a 


irector-General. 
the Dir aa 


the WHO Secretariat for submission to, 
They include principally: 


(2) Major reports or documents submitted b 


series of publications, ordinarily prepared <a 
review by, the Executive Board and Health Assembly. 


Annual (later biennial) proposed programme budgets 


(a) : 
(>) Annual (later biennial) reports of the pirectee es ‘cools tained og 
(c) The General Programme of Work covering 4 Specific Perio yp y 


(d) Periodic reports on the world health situation. 


(3) Regional office records and reports. 


issues publications consisting mainly of: 


Each of the six WHO regional offices also 


(a) Annual or biennial reports of the Regional Directors 
P osed programme budgets . 
= mk a pled pte. Official Minutes of summary records of the Regional Committee 


meetings 
(c) Technical papers and related documents. 


(4) Technical books and reports. These include the WHO Technical Report Series, which 
. . * 
make available the findings of the international groups of experts convened by WHO; the 


Public Health Papers series, which contains studies drawing attention to modern trends and 
changing concepts in public health; the Monograph Series, containing technical guides and 
treatises at an advanced level; quarterly and annual publications on world health 
statistics; and a large number of nonserial publications on a wide variety of health topics. 


(5) WHO periodicals. Among these are the Bulletin of the World Health Or anization, 
the principal scientific periodical; the International Digest of Health Legislation, wath 
reviews of current problems on this topic and extracts or abstracts of national and national 
health laws; and the WHO Chronicle, containing articles on activities undertaken under the 
auspices, or with the participation, of WHO. 

These five types of WHO publications were studied from their inception to the present; 
discussions, decisions, reports, articles, statistical data, and other information in this 
literature, relative to any aspect of health manpower development, were identified and 
retrieved or abstracted. 


Further information has also been gathered in several other ways outside the sphere of 
WHO. These sources and research methods included: 


(6) Questionnaire survey of expert opinion. A _ detailed guestionnaire was sent to 
approximately 500 selected persons throughout the world, eliciting their opinions on HMD 
activities in countries and in relation to WHO. 


(7) Country field studies. Visits were made to six selected countries, where detailed 
information on HMD policies as well as on their relationships to WHO was gathered. This was 


done primarily _through personal interviews (both structural and open-ended) with national 
health authorities and the collection of relevant documents. 


(8)\ Selected countr literature search. A world literature search was done on publi- 


cations reporting any aspect of health manpower development in the six countries in which 
field studies were made. 


(9) General HMD literature search. Another general literature search was conducted with 
respect to any publications in the world that concerned the HMD field and included some 


reference to WHO Concise summaries were 
‘ prepared of the relevant aspect 
publications. iS as heat 


(10) Health status and health manpower statistical analysis. On the basis of data on 131 
Countries available in WHO or from other sources, multiple correlations 


were calculated and 


analysed on the relationshi isti indi 
ps between statistical indicators of health stat 
ae us 
SOc LO€Conomic conditions, and health manpower resources, blag 
Misc ) 
11) Miscellaneous sources, Various other means of obtaining information on selected 


Lssues were also adopted. These included: 


LX 
- information searches in the WHO Library; 
- computerized literature searches through the MEDLARS system on selected topics (e.g., 


the trends in the teaching of preventive and social medicine); 
- consultations with staff members of the WHO Division of Health Manpower Development. 


An historical analysis of this type can be presented along any of several dimensions, the 
most important of which are (a) the period of time, and (b) the concept undergoing develop- 
ment. It was decided that the insight that could best serve future HMD policy formulation 
could be derived, as explained below, from analysis principally according to concepts — in 
this field definable as "policy objectives". Within the evolutionary course related to each 
HMD objective, the chronology of events and tendencies could then be traced. 


This was the predominant but not the only method of analysis. For certain phases of the 
study, — 1t was more suitable to present a horizontal view of many different HMD concepts 
operative at one time and place. ‘Other phases involved purely statistical analysis. The 


application of these several approaches will be clarified by considering the framework of 
presentation of the entire report. 


Framework of presentation 


This study of international development of health manpower policy is the first attempt to 
analyse the historical development of one specific component of the broad field of inter- 


national health work that is carried out by WHO. In Part One, therefore, we start with a 
brief review of the background of organized international health activities and the birth of 
the World Health Organization. Chapter II describes the structure and methods of func- 
tioning of WHO, and the administrative evolution within it of activities related to the 
education of health personnel and the development of health manpower. Chapter III focuses 
on health manpower problems — their perception and formulation in changing circumstances over 


the years 1948 to 1980. While the problems identified are drawn principally from WHO's 
records, they relate, of course, Co experiences and observations in countries, as perceived 
by the health leaders of those countries. Also in Part)One, sthereras ‘a general discussion of 
the dynamics of WHO policy development and how it grows out of the interaction between the 
Member States and the Organization. 


Part Two presents the principal analysis of the development of health manpower policies 
and programmes over the years 1948 to 1980. Specific programmes, projects, and activities in 
health manpower development are very numerous and are carried out through divers methods of 
work: consultations, meetings, studies, publications, and so on. To facilitate the tracing 
of trends, however, all HMD activities were conceptualized under one of eight policy objec- 
tives; the sequence of their presentation is the approximate chronological order in which 
each objective tended to have or to acquire priority over the years. This was as follows: 


Quantity - greater supplies of conventional health personnel. 


Quality - improved personnel standards and academic excellence. 


Equality - international standards and migratory freedom. 


Coverage - health personnel to serve all the people. 


Efficiency - avoid waste in training and performance. 


Planning - prepare for future requirements. 


Relevance - train personnel suitable to local health needs. 


<I. Gy iO 2H) ra 


Integration - health service needs determining manpower developments. 


With respect to certain objectives, several different programmes might be encompassed. 
Thus, under "efficiency there are included the training of health auxiliaries, as well as 
the coordination of personnel in health teams and the strengthening of management. Under 
"relevance" there are encompassed training in preventive and social medicine, as well as 
promoting a community-orientation in. the education of all health personnel. On the other 
hand, certain programmes relate to more than one objective; for instance, the training of 
auxiliarties is a matter of both efficiency and population coverage. Some overlap of ob jec~ 
tives is also inevitable, such as between coverage and relevance. This conceptualization, 
nevertheless, permits the synthesis of a vast body of material, from multiple sources, in a 
relatively simple (and, we hope, interesting) form. 


x 
rammes linked to it, the years 


t arbitrary, but 
i time-periods. These are no bitr 
ae a WHO plans its overall activities. The 


; ; i the pro 
To trace the evolution of each major objective and prog 


from 1948 to 1980 have been divided 


es of work through whic eel 
peers Rae ayia phase of WHO infancy, before any general programme 
irst period, - ‘ 


three periods coincides with the period of two 


t 
OE hae end lane arog Sie the midst of the Sixth General Programme of Work 


programmes of work. In 1981, we are 


(1978-1983). 
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long both 
i they represent an appreciable range a 
11 of them are developing countries, 
While fe and political dimensions. In these case~studies, one can see the interplay of 
wealth manpower planning, production, and management (or use) in various national settings. 
The relationships between each country and WHO's HMD programme are also explored. 


Chapter XII presents a 


Chapter XIII attempts to describe overall world trends in health manpower ea 
With respect to the activities for the attainment of the various objectives, what on 
actually occurred in the world? We attempt to answer this question with information avai 
able on the international supplies of health manpower, the quality of their performance, 
their efficiency, and their relevance to the health problems faced in countries. We also 
attempt to analyse trends in broad national policies on health manpower ~ its planning, its 
coverage of populations, and the integration of its production and use with the needs of each 


nation's health services. 


Also in Chapter XIII we explore two further and quite difficult questions. One is the 
extent of the relation between health manpower resources in countries and the health status 
of national populations. To shed light on this, we offer a statistical analysis of certain 
measurements in 131 countries. The other question concerns the estimated impact of WHO on 
national health manpower developments. To answer this, we rely principally on analysis of 
the responses to questionnaires sent to HMD experts in countries throughout the world. The 
results of other studies on the same general question are also reported. 


In Chapter XIV, which constitutes Part Four, we summarize the findings reported in all 
the previous chapters. These include the course of development of the eight policy objec— 
tives (Chapters IV-XI); the HMD experience as a whole in six selected countries (Chapter 
XII); and the overall trends in health manpower resources, their characteristics, and the 
health status of populations throughout the world (Chapter XIII). On the basis of this 
review of developments and trends, we propose policy directions for the future. In the 
light of the worldwide consensus on a goal of Health for all by year 2000, we put forward our 
judgement as to the specific HMD policies and programmes which should be most energetically 
promoted, both in countries and in WHO, to attain that ultimate and all-important goal. 
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Chapter I 


INTERNATIONAL HEALTH AND THE EMERGENCE OF THE 
WORLD HEALTH ORGANIZATION 


Since this study aims to analyse the development of health manpower policy in the World 
Health Organization (WHO) in order to acquire perspective for planning ahead, it may be 
helpful to consider briefly the general background of international health activities as a 
whole and the emergence of WHO. Then one should have a better understanding of the current 


structure and operations of the world's principal international health agency, and the place 
within it involving health manpower policies and programmes. 


Background of cross-national health problems and actions 


Almost as early as the nations of Europe engaged in overseas exploration and trade on a 
large scale, the problems of disease - its care and control - were recognized. When in the 
17th and 18th centuries trading stations were established in Asia and elsewhere, it was 
common for small infirmaries to be set up to give treatment to colonists or members of the 
ship's crew struck by disease. As settlements of European families took shape, simple 
general hospitals were organized, such as that in Kuala Lumpur (in what is now Peninsular 
Malaysia) set up by the British Resident in 1883.} This was the first of what became a 
network of general hospitals operated by the British Colonial Medical Service in the Malay 
States until independence was achieved by modern Malaysia in 1957. 


Religious missions were another source of transmission of Western scientific medicine 
from Europe to Asia and Africa. The story of Dr John Thomas, who left England for Calcutta 
with the East India Company in 1783, is illustrative.? After treating the sick in India 
for five years, Dr Thomas resigned from the Company, returned to England, and persuaded the 
Baptist Missionary Society to send to India missionaries who would minister to the sick; 
under this organization the first leprosy hospital in India was established just before 
1800. The British explorer of Africa, David Livingstone, was a physician himself, and after 
1840 his explorations of that large continent led to the establishment of many mission 
hospitals.? The work of Albert Schweitzer, the Alsatian medical missionary, at Lambaréné 
(in the then French Equatorial Africa) in the early twentieth century, is widely known. 


Philanthropic bodies, such as _ the Rockefeller Foundation, contributed also to the 
extension of Western concepts of disease prevention and control to, many countries of Asia, 
Africa, and Latin America — both colonies and independent nations. Some of the earliest 
programmes of environmental sanitation (including control of disease vectors) and immuniza- 
tion can be traced to this type of source. Indeed, in the field of health personnel 
training, the support of fellowships for the study of public health in the United States or 
Great Britain was among the activities of philanthropic foundations. Recent historical 
research has shown the subtle relationships between foundation-supported public health 
activities and the economic, as well as political, overseas interests of the donor nation. 


Still another early channel through which medical ideas were spread from Europe and North 
America to other continents has been incidental to private business enterprise. In 
connection with mining, oil extraction, agricultural production (fruits, sugar, tea, etc.), 
rubber plantations, or various large manufacturing firms, corporations from the major 
industrialized nations have established general medical services for employees and often also 
for their families. These programmes are typically of much broader scope than traditional 
occupational health services, and sometimes — while very small in terms of the populations 


. 


they affect - serve as isolated demonstrations of comprehensive medical care. 


These initial mechanisms for cross-national health activity - colonial, religious, 
philanthropic, and entrepreneurial ~- doubtless extended certain medical and public health 
concepts from the industrialized countries to the economically less developed parts of the 
world. All of them, however, were essentially secondary to other motives ~ political, 
theological, economic, or all of these. The motivations of official international health 
bodies, established by the joint action of numerous national governments, were rather 


different. Their declared objective became the health protection of people, both in Europe 
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interests may have remained beneath the 


» ic olitical 
and its colonies, even though economic and p the scope of concerns of these health 


Even within this objective, however, 


surface. underwent a distinct evolution. 


organizations, as we shall see, 


Early international health organizations 


Asia to Europe that led to the first formal inter- 

‘It was in tele lte —- ae ee century. Around 1830, cholené had been 
apenenee | eet’ te e Se infected persons on ships returning from India. In order 
transmitted ee P olicies for the inspection and guarantine of ships arriving at European 
iy age entrain pam Sanitary Conference was held at Paris in 1851, with twelve 


ports, Several further such international conferences were held, 


European States represented. 
attended by increasing numbers of countries, over the next half-century. 


In 1907, the nations - mainly European - that had held eleven International Sanitary 
Conferences between 1851 and 1903, meeting in Rome, made an important decision: to establish 
a permanent worldwide international health organization. The Office international d‘Hygiéne 
publigue (OIHP)was set up in Paris, in order to conduct studies of epidemic diseases, to hold 
periodic international sanitary conferences and implement their "conventions (i.e., inter~ 
mational agreements), and to serve as a centre for rapid exchange of epidemiological 


information. ? The new body's ‘first international meeting was held at Paris in 1912, 
attended by 41 countries - coming now not only from Europe, but also from Asia and the 
Americas. The objectives of the Paris Office were sharply focused on preventing the 


transmission of communicable diseases across national borders, particularly from the tropical 
colonies to the industrialized nations of Europe and North America. 


Somewhat earlier, another international health Organization had been founded in the 
Americas, but its work was confined to the western hemisphere. In ri | the Pan American 
Sanitary Bureau (PASB) was creatéd at a conference held in Mexico City. 0 Its permanent 
office was set up in Washington,’*DC, and its concern was largely focused on the infectious 
and "pestilential" diseases in the American republics. PASB activities were not limited, 
however, to halting the spread of disease across national borders; they attempted also to 
reduce the occurrence of communicable diseases within Latin American countries, particularly 
by promotion of environmental sanitation and vector-control programmes (against yellow fever 
and malaria). 


A third international health organization took shape with the formation of the League of 
Nations following the First World War. The Covenant of the League, which came into force in 
1920, contained a provision "to endeavour to take steps in matters of international concern 
for the prevention and control of disease",11 Soon the League established under its 
Secretariat a Health Organisation with offices (like the entire League) in Geneva, 
Switzerland. The scope of work of this body was much broader than that of its two prede- 
cessors; it included not only epidemiological activities, but also technical studies of 
health problems, international Standardization (e.g., of biologicals and pharmaceuticals), 
reports on divers health subjects: (not necessarily communicable diseases) by committees of 
experts, international conferences on special problems (e.g., rural hygiene), and also direct 
assistance to governments (e.g., field advice to China in 1929 on. the Organization of a 
quarantine service), As part of: its epidemic intelligence System, the Health Organisation 
of the League maintained a Far-Eastern Bureau at Singapore. Relevant to the current study, 
t€ 18 noteworthy that by 1933 one,of the special expert committees of the League was devoted 


Between the two World Wars, all three of these international health bodies maintained 
their separate autonomies, although there were numerous meetings and negotiations between the 
OLHP in Paris and the Health Organisation of the League, from 1920 to 1936, in an attempt to 


achieve coordination. None of these coordinating efforts Succeeded, and in November 
1939 the Health Committee of the League of Nations (as it was later called) held its last 
Ss€ssion in Geneva. With the onset of the Second World War, most activities of the League 


Ragin the Health Committee along with them, For a relatively brief period from 1943 to 
serge international relief work was done by the Health Division of the United Nations 
etter and Rehabilitation Administration (UNRRA). None of these international he lth 
endeavours, however, was completely free of underlying economic or political influences. i 


Birth of the World Health Organization 


When plans were made in 1945 at San Francisco for the establishment of the United 


Nations, health problems were included in the proposed concerns of the new world body and 
specified in its Charter. A Technical Preparatory Committee on health was formed ed in 
June-July 1946 an International Health Conference was held in New York City. Lf iP this 
Conference, held under the sponsorship of the new United Nations, that drafted the document 
which was soon to become the Constitution of the World Health Organization. An Interim 
Commission was formed, with representatives from 18 nations, to carry out the work prepara~ 


tory to convening the first World Health Assembly of WHO Thi 
June-August 1948. y ° is took place at Geneva in 


Experiences with the organization of international health activities, going back to 1851, 
had a substantial influence on the basic principles embodied in WHO and its Constitution. 
One problem was the obvious difficulty caused by the existence of several different inter- 
national health bodies at the same time; in 1944, the old Office international d'Hygiéne 
publique in Paris still existed, as did UNRRA. In the western hemisphere there was the Pan 
American Sanitary Bureau, and a Pan Arab Regional Health Bureau had been set up in 1946 in 
Alexandria, Egypt. To achieve unity, all these entities and their functions were absorbed 
by the new World Health Organization, and Article 2(a) of the Constitution defines as the 
first function of WHO "to act as the directing and co-ordinating authority on international 
health work". The two regional health bodies became integrated essentially as Regional 
Offices of WHO (although retaining a degree of autonomy — inasmuch as the Regional Director 


would have to be initially elected by the Member States of each region before final appoint- 
ment by the WHO Executive Board). 


Another lesson of the two previous decades was to be learnt from the demise of the Health 
Committee of the League of Nations, when its parent body collapsed in the flames of the 
Second World War. To prevent the recurrence of such a tragedy, WHO took shape as an 
independent entity, under the control of its own World Health Assembly and with its own 
budget. Yet, as stated in its Constitution (Article 69), WHO “shall be brought into 
relation with the United Nations as one of the specialized agencies referred to in Article 57 
of the Charter of the United Nations". 


Perhaps the most important difference of WHO from its several predecessors was the very 
broad scope of its objective and functions. No longer limiting its concern to prevention of 
the spread of communicable diseases across national borders, or even to the greater range 
of technical functions assumed by the Health Committee of the League of Nations, the 
Constitution, in Article l, defines the objective of WHO as "the attainment by all peoples of 
the highest possible level of health". The Second World War had demonstrated dramatically 
the great interdependence of all people and all nations. The evolution of social concepts 
over the past century or more had fully justified the assertion in the Constitution's 
preamble that: 


"The enjoyment of the highest attainable standard of=health is one of the fundamental 
rights of every human being without distinction of race, religion, political belief, 
economic or social condition". 


To make perfectly clear the broad intent of these principles, the Constitution indicates 
22 specific functions, of which the last in order is: "to take all necessary action to attain 
the objective of the Organization". Relevant to the current study, one may note that the 
15th specific function spelled out in the WHO Constitution, in Article 2(0), is "to promote 
improved standards of teaching and training in the health, | medical and related pro- 
fessions". Implementation of most of the other explicit’ functions, moreover, as shown by 


subsequent experience, also requires various activities in the field of health manpower 
development. 
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Chapter II 


HEALTH MANPOWER ACTIVITIES IN THE CONTEXT OF 
WHO STRUCTURE AND FUNCTIONS 


From the very outset of the World Health Organization in 1948, activities for the 
deve lopment of health personnel have been an integral component of the overall programme of 
the Organization. This role has naturally changed and evolved in the course of more than 
three decades as events, both in WHO and in its Member States, have exerted their 
influence. To appreciate the meaning of these developments and to understand fully how they 
have brought about changing concepts in the area of health manpower, it is necessary to 
review briefly the general structure of WHO, its methods of work, and certain administrative 
or organizational changes that have occurred over the years. 


WHO structure and methods of work 


As specified in its Constitution, the highest policy-making body of WHO is the World 
Health Assembly, in which sit the official representatives of its Member States. For the 
execution of policy, the Assembly relies on the smaller Executive Board, composed of persons 
technically qualified in the field of health who are designated by countries elected by the 
Health Assembly. The employed staff, necessary to carry out and implement policies, is the 
Secreariat, headed by the Director-General, who is appointed by the Assembly on the nomina- 
tion of the Executive Board. Responsible ultimately to the Director-General are a great 
variety of technical and administrative personnel in the Geneva headquarters, in the six 
Regional Offices, and on assignment in countries throughout, the world. 


The administrative structure and composition of the WHO Secretariat have changed con- 
tinually over the years, reflecting changing health problems in the world, evolving percep- 


tions of priorities, and new policies formulated by the Health Assembly. The methods of 
work have also evolved over the years, particularly inthe relative emphasis on various 
specific techniques employed. The principal methods that have been used for achieving WHO 


objectives have been described in the Sixth General Programme of Work covering a specific 
period (1978-1983). 


The broad approaches used by WHO include the provision of direct services to countries, 
e.g., by field projects, short- and long-term consultants, provision of health personnel or 
other types of assistance or cooperation for a defined period of time, emergency aid, supply 
services, and the establishment of regional health institutions for training, research and 
development. The international exchange of information, involving and issuing from the 
different sorts of technical expert meetings and publications; the development, adaptation, 
application, and transfer of methods and techniques related to health; studies and surveys, 
consultations with governments and health experts, collaboration in research and the 
application of research findings - all these methods have been widely employed by the 
Organization and resorted to by its programme for the development of health manpower. 
Another such time-honoured method was the provision of fellowships for training national 
health personnel. Finally, collaboration with other organizations and institutions, govern 
mental and nongovernmental, at country as well as at regional and central levels, completes 
this brief overview of methods, all of which basically fall into one of two main categor1es: 
coordination of international health measures and technical collaboration with Member States 
as well as promotion of such collaboration among Member States. 


Evolution of the WHO health manpower development structures 


With this background on the general structure and methods of work of WHO, we may now 
examine more carefully the evolution and current structure of the administration of the 
Organization's functions in the development of health manpower. Over ee Sbetes a 
"organizational chart'’ of WHO has undergone continual change (especially at headquar ie ; 
but almost from the start there has been a unit concerned with health manpower. e 
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f health manpower policy 
ent of WHU reflects the changing concepts oO 
evolution of this compon 
in the world. : ’ 
llowships Section 
y first year, 1948, there was in the Headquarters co ee oe = ye 
oe Poe wee of the Division of . Finid pooner Risa ake! divisions under 
functioning as p Education had taken shape, alongside r . ta 
Professional and Technical Educ the Division were four sections 


ic Within MM 
Operational Services. ; ly BEE 9 
the eee’ pers and Training Courses, (b) Fellowships, (c) Exchange of 
Educationa n 


i Teaching Equipment. In 1950, the name 
Earcmagetons sand - 2 RE ay Pa BE Pt REN and eater Services, containing three 
ns pte pela —- hi (b) Exchange of Scientific Information, and (c) Assistance to 
~ ae sty sane OE Rt In 1959, the divisional title was shortened to Division of 
Bducational dnstitut 1958 the Division included three sections for (a) Fellowships, {b) 
a a erp epee Allied Subjects, and (c) Public Health Education and Training. 


Ripe of the Division remained unchanged until 1972, but the sections within the Division 


underwent changes. 


In 1972, to make explicit a different conceptualization of the whole field, ene 
been evolving slowly, the name was changed to the Division of Health peaRoweSe eve oP 
ment .© By that year, certain WHO divisions - including this one ~- were no ftonger su 
divided into sections, although each staff member was assigned definite responsibilities. 
We need not review these changing. allocations of function over the years, but may take note 
that, as of 1980, the Division of,.Health Manpower Development (HMD) in Geneva had responsi- 
bility for three "programme areas", which subsumed, in turn, seven specialty areas" defined 


asi 


- Health Manpower Systems. 

~ Health Manpower Planning, 

~ Health Team Development 

- Nursing 

~ Educational Planning c 

~ Educational Communication Systems 
- Educational Evaluation. 


It may be noted that fellowships were no longer considered either a programme or a 
specialty; the little that remained of these at headquarters came under the specialty area 
of Health Manpower Systems. 


One must appreciate that in addition to the specialities that are or were the responsi- 
bility of the HMD Division, many health manpower development activities are carried out by 


other technical programmes in WHO. This has been done since the early days of the 
Organization, but it has become more evident in recent years. In reviewing, for instance, 


WHO programme development in the mental health field between 1949 and 1959, we find that the 
Expert Committee on Mental Health considered programmes for the training of personnel a basic 
requirement, / Similar emphasis 6n the importance of training was noted by the Expert 
Committee on Insecticides in 19648 and by a WHO Study Group on Clinical Pharmacology in 
1970.9 In 1972, official reports of groups in three Specialized fields - health labora- 
tory services, |! family planning,!! and health statisticsl2 - emphasized the role of 
Proper training in order to achievé Progress in these activities. In 1974, the WHO Expert 
Committee on Malaria devoted a substantial part of its report to the training of professional 
malaria personnel. 


In the regional offices, technical programmes practically always include the training and 
development of relevant manpower. To cite just two examples, this was stressed for the 
nutrition programme in the Region of the Americas in 197714 ana for the toxicology 
Programme in the European Region in 1979,15 More important, programmes for the develop- 
ment of health manpower are carried out by all six WHO Regional Offices, which have staff 
responsible for these programmes and for their promotion in countries, 


Thus, 1€ is evident that health manpower development has long been an integral part of 
technical Programmes in WHO, as well as the function of a distinct programme. Training 
activities, in fact, permeate the entire Organization. As we shall see, the interdependent 
telationship between health manpower and health services has, in fact, come to be 


singly emphasized by the HMD programme, increa- 


-9- 


Finall . 
y, before we examine in depth the policies and programmes of WHO in health manpower 


- their development and im - i e genera ynamics oO 
pacts some comments are in order about th Led f 
® _ . P 
policy formulation in the Organization as a whole. 


The dynamics of WHO policy and programme development 


As noted earlier, the WHO Executive Board works closely with the Secretariat to execute 
policies made by the Health Assembly. The precise dynamics of this process, of course, are 
much more complex than the fundamental and straightforward provisions of the WHO Goustiterion 
might* imply: Before..examining and analyzing, the .development of policy and of programmes in 
health manpower over the last’ three: decades wtaimay when tetp ful to probe more carefully how 
policies and programmes are developed in WHO as a whole. : 


In order to facilitate its function of carrying out WHO policies, the Executive Board - 


according to Article 28(g) of the Constitution - periodically shall "Submit to the Health 
Assembly for consideration and approval a general programme of work covering a specific 
period". To enable the Board to do this, the Director-General submits a draft of such a 
General Programme of Work to the Board for its review, modification if necessary, and 
approval. This planning document is then submitted to the Health Assembly for study 

further alteration if necessary, and then final approval, thereby establishing policy for the 
Organization for a stated period. The general programmes of work (GPWs) were initially 


formulated for periods of four years, but these periods have been extended to five and even 
six years. 


The first GPW began in 1952, and WHO is currently in the midst of its sixth such 
programme (GPW 6). To identify policy and programme changes that have evolved in health 
manpower (or, indeed, any other field), it is helpful to be aware of the periodicity of all 
GPWs since the origin of WHO. These have been as follows: 


Years General Programme of Work 
1948 - 1951 None 
1952 - 1956 Me 
1957) = 1961 2 
1962 - 1966 3 
1967 — 1972 4 
(Cyc twee ye 5 
1978 - 1983 6 


Discussions and studies for the preparation of each GPW to be submitted to the Executive 
Board begin in the Secretariat two or three years in advance; currently the seventh GPW is 
being prepared for the six-year period 1984-1989. 


At the Twenty-ninth World Health Assembly in 1976, when GPW 6 (1978 - 1983) was approved, 
a further requirement was introduced into the policy-formulation process. In taking action 
on GPW 6, the Assembly in resolution WHA29.20 stated that "... the Programme provides an 
appropriate policy framework for the formulation of medium-term programmes’. Then, at 
the January 1977 meeting of the Executive Board, a method for planning medium-term programmes 
(MTP) was presented and approved. This method requires the detailed specification of 
actions to be taken year by year not only at the country level, but at the regional and 
global levels as well, to facilitate the implementation of the broad policy statements 


included in the GPW. 


The first medium-term programme in a major WHO programme to be formulated at the global 
facia that. Aye i all six WHO Regions, 4as well as at headquarters) dealt with health 
manpower development; /’ This document outlined a detailed plan of activities for each of 
of the six years +n the 1978-1983 period for each of the six WHO Regions and headquarters 
(GPW6 declared. two major HMD objectives as well as some approaches and activities in very 
The plan embodies a "reorientation (of WHO activities) towards increased 


broad terms.) owar< 
tion with TUE LBS ean These activities involve 


social relevance and technical coopera 
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e 11 specific targets. Moreover, each target 


areas for which there ar . t may be assessed. It 
three ws 2 Yea Sine NAA by which performance in reaching the canse 4 egies la 
ape eeres Gracies ge t this first MTP (for health manpower developmen \umter apceaue 
sant 1, he Eager Board in January 197829 and adopted by the Wor ea ; 
approve y e x : 2 
by resolution WHA31.36, in May 1978. 


Th otocol and procedures for policy formulation in WHO just described may appear 
Wig A but what lies behind them is a turbulent process of actions and inter- 
som ’ 


in and among countries of the world and with WHO. A detailed 
would require elaborate analysis and 
the years, we may offer here an 


actions in health affairs 


description of this process 
discussion but, on the basis of numerous observations over 


outline of the elements and general sequence of the process: 


and its ramifications 


(1) Certain health problems exist and become evident or even prominent in a country. 
(2) The existence of the problem is perceived, and becomes articulated by community 
and/or national leaders; exactly how and when the problem is formulated depends on the 


social and political environment in the country. 


(3) Proposed solutions to the health problem (i.e., action programmes) are put forward, 
usually by more than one group or individual, and become the subject of discussion and debate 


until some action is decided upon. 


(4) The decision may, indeed, involve taking no action, but if action is undertaken - or 
at least advocated - then a "health programme" of some sort is formulated. (In many low- 
income developing countries, some health programmes that are advocated and formulated are not 
implemented for various economic and political reasons. Indeed, the same is often true in 
affluent industrialized countries for reasons that are more likely to be political than 
economic.) 


(5) When an idea for a health programme becomes widely accepted in a country, it usually 
tends to be supported by national health authorities and eventually becomes part of national 
health policy. 


(6) At international meetings - particularly of the WHO governing bodies - there is an 
Opportunity for national health leaders to exchange ideas about their own country's health 
problems, its experiences with programmes, and national policies. 


(7) Pactual information on health problems and programmes in numerous countries is 
meanwhile communicated to national health representatives by technical personnel of the WHO 
Secretariat - personnel in a position to make observations and assimilate information from 
many sources, Similar information flows in the other direction. 


(8) Eventually, from this exchange, there emerges a decision on WHO policy through a 
resolution adopted by the World Health Assembly. Most such decisions constitute advocacy of 


an objective - along with Proposals that certain actions should be taken in countries, as 
well as by the Secretariat, to ‘solve specified health problems. The types of attidh 
Proposed may vary in their nature - health promotion, disease prevention, treatment, reha- 
bilitation, etc., They may also vary enormously with respect to the political echelon 


concerned (national, Provincial, local), the possible involvement of international organiza- 
tions, and other considerations. 


(9) On the basis of Health Assembly policy decisions on objectives and/or programmes 
the Secretariat may take numerous deliberate initiatives to plan, promote or help implement 
Wide’ Gh tak The final implementation of a policy in a country, of course, 
tea ‘ : at country. _ Countries may also be stimulated to request collaboration from WHO 

» indeed, other organizations or mations as well) to undertake certain programmes. 


Without any external 4 Lc i 
gency participation, moreover countries i 
grammes, proposed by WHO, on their own. ; ; ps ih. nh age 


(10 ' 
dieu. aie ee of countries with health Programmes, whether WHO-stimulated or not 
gene reneér ideas, expressed by national health leaders at WHO meetings ; 
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' (11) Likewise the experience with one programme in solving or reducing a problem may 
bring to the surface another problem that calls for action. To cite a classical example 
the reduction in infant deaths - brought about through many activities in health and in ater 
sectors — has contributed to action for population control through family planning. In the 
HMD field, pursuit of the goal of academic quality has, as we shall see, aggravated the 
problem of the irrelevance of many educational programmes. 


(12) Thus the wheel of health policy formulation and programme development comes full 


circle, and a new cycle of problem identification, policy decisions, and programme implemen- 
tation starts over again. 


This entire process is seldom as clear-cut and orderly as one might infer from the 


sequence just described. Many intervening variables, in the political and social settings 
of different countries and in the operations of WHO itself, affect the sequence, the timing, 
the relative proportions, and the entire smoothness of the above process. World events 


entirely outside the health sector influence the process in countries, as we shall see below. 


In a nutshell, the process of policy formulation and programme development and imp lemen- 
tation may be described as a dynamic interaction between WHO and its Member States. The 
stimulation and influences flow in both directions at the same time. In a sense, WHO acts 
as a forum for the exchange of ideas among countries, and also as a channel or conduit to 
countries for new ideas. An idea for a health programme that is old in one country may be 
new in another. Moreover, the precise shape that a programme will take in each country 
where it may be implemented is likely to vary with the social, economic, and political 
circumstances of that country. 


As a result of this dynamic interaction, the formulation of policies and the implementa- 
tion of programmes undergo continuous change within countries and also within WHO. Thus, a 
programme that is launched at one time does not necessarily disappear when another, newer 
programme comes along. Like animals in Darwinian evolution, the old species continue to 
exist as new ones evolve. To cite an example in health manpower, a programme for training 
more physicians does not terminate when a policy for increased training of auxiliary health 
workers is implemented later. In a very fundamental sense, one of the major roles of WHO, 
in its dynamic interaction with countries, is to promote the generation and extension of 
ideas that the majority of its Member States (usually the vast majority) considers to be 


promotive of WHO's central objective - "the attainment by all peoples of the highest possible 
level of health" - and is prepared to act on, with or without the collaboration of WHO. 

To understand the many programmes designed to achieve this ultimate objective - whether 
they concern health manpower, control of specific diseases, health service organization, or 
other parts of the large health sector - it is important to distinguish objectives from 
methods of work. A brief summary of the numerous methods. of work employed by WHO has been 
offered above. Among them, for example, are fellowships and training courses (one of the 
types of technical meetings). As a verbal short-cut, there has often been a tendency, 


however, to speak of a fellowships programme or a programme of training courses, in the same 
way as one might speak of a programme to reduce tuberculosis or a programme to increase the 
supply of nurses. The attainment of health objectives ultimately requires many practical 
programmes, which, in turn, may employ various methods of work. In this study, we are 
concerned principally with the development of WHO health manpower policies and programmes, to 
which numerous methods of work may contribute. 
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Chapter III 


HEALTH MANPOWER PROBLEMS : THE EVOLUTION OF 
THEIR PERCEPTION IN WHO 


Health manpower problems have, of course, existed for centuries, they persist today; and 
they will doubtless continue to challenge nations and stimulate new policy sétautetisne in 
the future. The nature of these problems varies with time and place and with social 
economic, and political circumstances. The type of action taken in response to a problem ‘in 
the health sector (or any other sector), however, depends greatly on how the problem is 
perceived by the person or group taking the action. The same problem - e.g., high infant 
mortality - may be perceived and interpreted at a given time and place in one way, and at 
another time and place in a totally different way. If! infant deaths are perceived as a 
consequence of poverty and deficient health service, the actions taken in response will 
obviously differ from those taken if such deaths are percéived as an effective strategy for 
population control or as a consequence of Divine Providence. 


The evolution of problem identification 
A proper understanding of health manpower policies and programmes in WHO and Member 


States requires a review not only of problems in this field throughout the world and their 
changing nature, but more especially of the evolution of the identification and interpreta- 


tion of those problems over the years. These problem identifications or perceptions, as 
noted in Chapter II, have emerged from a dynamic interaction between WHO and its Member 
States. To understand the operation of this interaction, it is necessary to consider the 


many circumstances and happenings within WHO and also within countries, as they have evolved 
over the years from 1948 to the present. ( 


In order to trace the numerous complex events in the world that influence health affairs, 
and also the developments in WHO with which these forces interact, it is helpful to consider 
the 30-year span of time being reviewed according to certain periods. A convenient basis 
for such periodization is provided by the General Programmes of Work (GPWs) of WHO, explained 
and listed in Chapter Il. Except for the Organization's first few years, ome can define 
developmental periods, consisting essentially of two GPWs each, which result as follows: 


Period GPWs Years 
T None 1948-1951 
IL 1 and 2 1952-1961 | 
III 3 and 4 1962-1972. 
IV 5 and 6 1973-1980* 


*In fact, until 1983, but this study was closed in 1980. 


Any division of history into time-periods is somewhat arbitrary, but since GPWs are 
objectively definable and attempt, at least, to demarcate new policy and programme formula- 
tions, there is a logical rationale for their use. In this chapter we will offer brief 
summaries of major world events in each of these four time-periods in so far as they appear 
to have had an influence on WHO as a whole or on the perception and interpretation of health 
manpower problems in particular. We will also summarize the various ways 1n wea ianew 
health manpower problems have been interpreted or perceived within WHO, especially a 
deliberations of its governing bodies. This background should make for a better tne: 
standing of the development of numerous health manpower policies and programmes that Mt : 
summarized in subsequent chapters. These strategies may then be Sone aa eAn ARE ing ip 
their objectives, towards the. solution of the perceived problems. e scheme 


classification of these objectives will be discussed later. 
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certain world events may influence the way different 
identification of one problem may stimulate 


i f a severe 
; i erception of the problem o 
along many lines. Thus, P . ; 
ee a derthage aceon pe - in contrast to their urban concentration ee 
¢c > — 
ae ey y hical maldistribution of personnel, may give rise to severa iv 
ae eu g of health auxiliaries; legally impose mandatory 


: imulate the trainin ; : 
a Seger new medical graduates; provide moral and financial 


i of rural service for all 
— es for work in rural areas; and organize health teams, to name only a few strategies. 
incentiv 


the perceptions of several different problems may all converge on the 
Thus the perception of 


One must realize, of course, that . 
problems are perceived. Moreover, the 


On the other hand, 
formulation of one policy objective and an associated programme. 


several different health problems - such as the high costs of medical education, the sparsity 
of physicians willing to work in rural areas, and the frequent distrust of unfamiliar health 


professionals by village people - may stimulate the organization of one programme: the 


training of local health auxiliaries. 


What then, were the major world events of the four time-periods defined above, and how 
influence the perceptions of health problems in Member States and in WHO ? The 


did the . ; 
" in each of the four periods may be considered in 


circumstances and problem perceptions 
sequence. 


Period I : Circumstances and perception of problems (1948-1951) 


Following the devastation of Second World War, most countries of Europe were left with 
massive destruction of their physical and human resources, and this was true also in many 
countries of Asia. During the war, of course, many established schools of medicine, 
Mursing, etc. could not function ‘normally, and the output of new personnel was retarded. 
Yet the severe trauma, malnutrition, and disease caused by hostilities made the need for 
health services, and for personnel’ to provide them, greater than ever. In spite of wartime 
deaths, the population of the world continued to increase, although this was most marked in 
the less developed countries of Latin America, Asia, and Africa. 


The post-war period was not only a time for national reconstruction, but also a period of 
birth of new sovereign nations. _ In the brief period from 1948 to 1951 (Period I), the 
developing countries increased from 43% of WHO Member States (24 out of 56) to 53% (41 out of 
78). The trend for all four analytical periods is shown in Table l. This growing strength 
of developing countries in the World Health Assembly, where WHO policies are laid down, was 
to have a substantial influence, as we will see, on the evolution of policies and programmes 
related to health manpower development. 


Table 1. WHO Member States: Trends in the distribution of developed and developing 
countries, by selected years, 1948-1980. 


Percentage of countries 


Year Period Total of Members Developed Developin 
=> —<_—.——_— aaa eaters ____beveloped __ Developing 


1948 ) 56 59 a 
1951 ) I 78 47 3 
1952 it 79 49 ‘4 
1961 ) 108 Mi a 
1962 ) 115 " 

66 
1972 yfIl 136 29 s 
1973 ) 139 29 

71 
1980 )tv 156 26 1 


a all borisaiey se essengeeael mabe peal eee 


de ai ade dee the Allied Nations, which organized the United Nations, also led 

st GAN cockn Philosophical concept that was prominent in Period I. During the war, many 

ot untries had engaged in post-war planning in order to provide a clear purpose for 
wartime suffering, beyond the negative one of defeating an enemy. In the United 
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Kingdom, for example, the Beveridge Report, issued in 1943 at the height of the war, led 
eventually to the institution of the National Health Service in order to provide publicly 
financed comprehensive health care for every resident. In Chile, legislation was passed 
in 1950 that led to the implementation in 1952 of its Servicio Nacional de Salud, which 
integrated for the first time in Latin America the three major health-care aabavetens (the 
Ministry of Health, Social Security, and the beneficencia societies), in order to achieve 
much greater population coverage. In India, work was starting on implementing the 
monumental plans advocated by the Bhore Commission in 1946, to attempt coverage of the 
country's huge population with a regionalized network of properly staffed health centres and 
hospitals. In the USSR and in countries of Eastern Europe, work was actively proceeding 


on the gibi hae of the massively destroyed infrastructure of nationwide health care 
systems. 


Other important health-related events of the years 1948-1951 might be recited, but their 
philosophical significance in the early years of WHO can be simply stated: the concept of 
equity as a goal of health service was becoming widely accepted. (Far-sighted public health 
leaders had advanced such a goal for centuries, but now political consensus on it was very 
broad.) Even if the achievement was usually far less than the espoused goal, there was 
widespread agreement on the principle that health resources and services should be accessible 
to all people in accordance with their true needs rather than their personal wealth or 
position. The concept of "the highest attainable standard of health" as “one of the funda- 
mental rights of every human being" had been explicitly written into the WHO Constitution, 
ratified by Member States in 1948. 

In this social environment, health leaders obviously: could not accept passively the 
enormous disparities in health manpower resources known lo exist among countries. The most 
accurate data available were on the supply of physicians, which showed extreme variations 
among nations in 1950; these are indicated in Table 2. Thus, at the very first session of 
the Interim Commission, formed in 1946 to lay the foundations for WHO, the delegate of Brazil 
spoke of the enormous problem of inadequate supplies of physicians, nurses, public health 
teachers, and sanitary engineers faced by countries throughout the world./ 


Table 2. Physician supply: Physicians per 10 000 population in selected countries, 1950 


De eee 


Country Physicians per 10 000 
population 1 


. 
— 


Ethiopia 
Nigeria 

Ghana 
Mozambique 
Sierra Leone 
Pakistan 
Thailand 

Iran 

El Salvador 
Peru 

Brazil 

France 
Czechoslovakia 
Australia 
Canada 

Denmark 
Switzerland 
USSR 

United States of America 


. . 
Wr 


So — © © co © © 2 © 
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Meera CAEN Odes PES 


Source: WHO Division of Health Statistics, unpublished data, 1978 
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technical views oO 8 The worldwide problem g 


ali countries. Problems related to quali: 
on 2 Ae feeling ri ee oho gtr identified at World Health Assemb]) 
so pala: ma Be is cpa the implication being that in some countries standards were no 
ec etoppatend —_ oe need for each doctor to be "an active member of the community an 
at er: LS page social structure, which has so much influence on health and disease 
ae ee - with the obvious implication that this was rarely the case. 


The actions taken on all these problems will be discussed in later PEPE se he il a 
respect to the general social circumstances of Period I, the last ue i TORS re) FM ROTO 
(1950-1951) were a time of great political turbulence in the world. n Korea, ho 
broke out that led directly to the accentuation of a worldwide cold war. 


Repercussions of this strained political environment were soon felt in WHO. Ir 
1949-1950, the USSR and eight other socialist countries withdrew from active participation in 
the World Health Organization. 1 Not until 1957, in Period II, did most of these Eastern 
European countries resume active WHO membership. 


Period II : Circumstances and perception of problems (1952-1961) 


The period of worldwide political tension, with which Period II started, did not begin to 
change until about 1955, when the leaders of the United States of America and the Soviet 
Union met in Switzerland, reaching agreement at a summit conference on certain issues that 
soon became labelled "the spirit, of Geneva". The path to this modest rapprochement was 
paved with the termination of hostilities in Korea in 1953. Nevertheless, national view- 
points on many issues remained divided. 


The first part of Period II, therefore, had ideological impacts on the perception of 
problems in WHO that led to cautious and conservative policy decisions. One small reflec- 
tion of this atmosphere was the relatively great stir caused by WHO issuing the report of a 
small consultant group on "Medical Aspects of Social Security". 2 This document endorsed 
social insurance as a means to finance medical care, in support of a proposed convention of 
the International Labour Organisation on this subject. As a result, the World Medical 
Association issued a direct attack against WHO for becoming involved in controversial 
political matters concerning "socialized medicine". 13 The effect was predictable - name ly 
the subsequent avoidance by the WHO Secretariat of involvement in aspects of health related 
to the general organization in countries of overall health services (especially medical care). 


The types of health problem identified and leading to policy responses in this atmos- 
phere, therefore, were those which could be regarded as distinctly technical, rather than 
social or political. This meant assigning very high priority to campaigns on specific 
diseases in developing countries, such as malaria or tuberculosis, at the expense of support 
for the general organization of health services (identified in WHO budgets as "public health 
administration"). | WHO expenditures on selected activities in 1952 and 1962, shown in Table 
3, reflect the priorities formulated. Thus the spending for malaria work rose from 8.6% to 
16.7% of total WHO expenditures, while that for general public health administration declined 
from 15.8% to 10.5% of a much larger total. Problems of communicable disease control were 
indeed, important in the developing regions of the world, but there was a price to be paid 
for policies that overlooked the basic importance of a firm infrastructure of health service 
organization in all countries - a lesson that was to be learned only some years later. 


_ At the same time, as already shown in Table 1, the years of Period II (1952-1961) were a 
time of national liberation, particularly in Africa. In North Africa 
colonies (e.¢g., Libyan Arab Jamahiriya, Morocco, Sudan, 
States during this period. In 1960-1961, no fewer th 
Sub-Saharan Africa became WHO Members. Developing co 


N . 9 . - 
Member States in 1952 to 66% in 1961, While these developing countries had, of course, a 


wil : ‘ 
€ spectrum of viewpoints, their overall impact tended to counterbalance in a sense, the 
Pressures for cautious conservatism noted above. 


several former 
Tunisia) became sovereign WHO Member 
an 18 newly independent countries of 
untries grew from 53% of active WHO 
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Table 3. World Health Organization expenditures in selected health fields: amounts and 


percentages of total expenditures attributabl i 
a f e to mala 
administration, 1952 and 1962. ria (work and’ public-health 


Malaria Public Health Total WHO 
Year work Administration Expenditure 
1952 expenditure $ 685 135 $ 1 254 978 $ 7 938 850 
Percent of total 8.6 L5co 100.0 
ce SL el sr all lll a a 5 I it ii A EI ca 
1962 expenditure 4 991 691 3 °136 338 29 975 997 
Percent of total 1607 LO.S 100.0 


ee on tee ie ay ¢ Dae 


Source: WHO Official Records’ No. 47 (1953) and No. 126 (1963) 


Thus, in the two comprehensive reports on the world health situation issued during Period 
II (covering the years 1954-1956 and 1957-1960), there was frank recognition of the under- 
lying role of sheer poverty in the genesis of disease. As stated in the first of these 
reports: 


"The advance against sheer poverty has been uneven, although the world has made great 
strides in both industrial and agricultural production. In the less developed areas, 
however, progress has been hampered by the rapid increase in Bebe ae ear, the distractions 


of war, and the uneven balance between industry and rural occupations". 


Yet the perception of problems of the health sector in these reports did not include 
reference to the weak infrastructure of community health services (which undoubtedly pre- 
vailed at the time in developing countries), but was expressed rather in terms of specific 
diseases against which mass campaigns might be launched. § In summary, the second of the 
above-cited reports states: 


“several of the problems were common to many countries in varying degrees. Individual 
diseases (malaria, tuberculosis, bilharziasis, heart disease), the nutritional 
deficiencies, environmental conditions, shortages in @quipment and personnel, adminis~ 
trative complexities - all these appeared repeatedly." 


Still other specific diseases were singled out for identification as serious problems: 
leprosy, trachoma, filariasis, trypanosomiasis, typhoid fevers and dysenteries, helmin- 
thiasis, venereal diseases, cancer, and mental disorders.~-—The closest this type of 
problem-identification came to concern for the general structure of health service organiza- 
tion in countries was the somewhat vague reference to "administrative complexities". 


In health manpower, the problems identified were numerous, and the importance attached to 
the subject steadily increased over the span of Period II. As reflected by interventions 
during the World Health Assembly on issues related to education and training, these increased 
FeAl 100 lew the? Fifth (1952.07 1 in the Fourteenth World ‘Health Assembly (1961), a rise of 
223% (while Member States in this period increased by only 35%). The content of the 
interventions, however, was almost entirely related to the basic production of health 
personnel (including the characteristics of the training received), and hardly to the 
planning of health manpower or the way that personnel functioned (ives their management) in 
health service systems. Among a total of 369 interventions on health manpower problems 
(cited each at least 5 times) that could be identified in all the World Health Assemblies 
held during Period II, the nature of those problems showed a percentage distribution of 


interventions as follows:! 
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Percentage of 


Problems identified sie sar Wie 
—__—_——_ (N = 369) 
. Problems related to fellowships 30.0 
>, Need for nursing, midwifery education 16.5 
2. Need for training auxiliaries 13.0 
4. General shortage of health personnel 8.4 
5. Need for teaching preventive and social medicine 6.2 
6. Need for standards in education 4.9 
\ - Need for school of public health expansion 4.6 
8. Need for a team approach 1.9 
9. Other problems 14.5. 
All problems 100.0 


It may be noted that only the need for a team approach is referrable to the management or 
functioning of health personnel in the delivery of health services, and interventions on this 
problem accounted for only 1.9% of the total. 


Aside from fellowships, which may, of course, be relevant to many different health 
issues, problems 2, 3, and 4 in the above listing all relate basically to a shortage of 
needed health personnel, and amount to 37.9% of the interventions on specific problems 
identified. All three of these specified problems would suggest a policy solution aiming at 
expanding the quantitative output of health personnel. 


Perception of this basic issue of personnel shortage in Period II is reflected in the 
choice of a topic for the first Technical Discussions held at a World Health Assembly in 
1951, the last year of Period lI. This topic was simply "The education and training of 
medical and public health personnel", !7 and it was followed in 1953 by one of the first 
Organizational studies of the Executive Board, namely on "The Education and Training 
Programme", | 


All the other problems identified, such as numbers 5, 6 and 7 in the above listing 
related to other basic objectives in the health manpower field (relevance, guality standards, 
and planning). These will be explored in later chapters. 


Problem number 6 above - the "need for standards in education" - provoked some heated 
discussions at more than one World Health Assembly in this period. India and Pakistan 
advocated certain uniform minimal standards for medical school curricula, while other nations 
did not regard the diversity of methods of medical training as a problem. It is relevant 
that the second report of an expert committee in the health manpower field had concluded in 
19520 that "the formulation of international standards of medical education was ... not 
feasible at the present time"; instead "careful adaptation" to local circumstances was 
advocated, : Yet the same expert committee had also stated "... that certain minimum 
essentials in undergraduate medical education should be universally accepted", 19 When 
resolution WHA9.33 was later adopted by the World Health Assembly, it simply called for 
further Study of this controversial issue of "minimum educational standards on an inter= 
mational basis for doctors",2 One of the hidden motivations at the back of this debate 
Came to the surface in 1958, when an Executive Board discussion referred to international 
standards of medical education in order to "help to remove obstacles in the way of peopl 
going from one country to another to study or to practise medicine", 21 : cad 


Doak aa the training of health auxiliaries also surfaced in Period II, 
briatiséa- eco ecaiuaamnee had twice advocated the value of such personnel, both in indus- 
exeaple, that saciek aaa countries, Opposition to them took various forms; it was said, for 
Board Sescie res might degenerate into quacks. As late as 1961, at an Executive 
Nm, 1.0 was proposed that the training of auxiliaries be made the subject of 
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‘echnical Discussions at the next World Health Assembly; 
lecided upon was "Education and 


uspects of clinical practice". 


cle after debate, however, the topic 
training of the physician for the preventive and social 


Health manpower problems of other programmes 


any of WHO - malaria control, environmental 
yealth, nutrition, and so on - 


] were also frequently identified during Period Il. Almost 
invariably the greatest obstacle to progress in these programmes was said to be a serious 
shortage of adequately trained health personnel. Thus, the problems identified in these 
other WHO programmes inevitably created pressures in the education and training field. 
Likewise the education and training programme exerted influence on the other health pro- 
grammes. — This was very prominent in respect of the nursing programme - oriented principally 
to training nurses at several levels, but the effects were also evident in the broad sphere 
of "strengthening national health service". The latter WHO programme influenced health 
manpower policy with regard to both reinforcing the preventive and social aspects of basic 
medical education and promoting improvements of schools of public health. 


These varied political, social and health conditions in the world, and the perception of 
problems by Member States in WHO, led to policy formulations and programme activities 
directed towards specific objectives, to be reviewed in later chapters. 


Period III : Circumstances and perception of problems (1962-1972) 


The worldwide social and political situation in the decade 1962-1972 remained turbulent, 
exerting an inevitable influence on the identification of problems and issues in WHO. 
Towards the end of Period II, for example, a social revolution in Cuba brought into power in 
1959 a new government. That event, in turn, stimulated the Organization of American States 
to form an Alliance for Progress throughout Latin America. This included much bilateral 
(mainly USA) financial support for health resources and services, particularly for tackling 
problems in rural areas. 


The new “cold war'' conflicts were aggravated by further hostilities occurring in Viet 
Nam, which did not end until vl97 5. During these years, the international tension remained 
high, and it inevitably had repercussions in the United Nations and all the specialized 
agencies, including WHO. 


Partly related to the Viet Nam conflict, but also doubtless for many other reasons that 
were not entirely clear, the late 1960s were marked by rebellious demonstrations of young 
people against the prevailing political and social systems in many countries throughout the 
world. National liberation movements continued in Africa and elsewhere, leading to the 
emancipation of more former colonies and adding new developing countries to the membership of 
WHO. Between 1962 and 1972, these countries continued to increase from 66% sto (71200 fr total 
WHO membership (Table 1). In the years 1964-1967, the developing countries even formed a 
kind of internal "caucus" or voting block within the United Nations and the specialized 


. 


agencies - known as the "Group of 77" even after 1ts participants numbered more than 100. 


At the same time, the 1960s were a period of advances in the social organization and 


planning of health resources and services in many industrialized nations. Social insurance 
for medical care in Sweden, for example, was extended to 100% of the population in the 
1960s. The USA enacted in 1965 the first national programme of social insurance for medical 


care ("Medicare” for the aged) in that affluent and free-market setting; a year later in 
1966, the USA also passed its first legislation explicitly referring to comprehensive health 
planning. With this action, attitudes towards health planning in many countries changed 
from suspicion to overt support. It may not be accidentals that the first official WHO 


Technical Report dealing with national health planning was issued in 1967. 


Towards the end of Period IIL, in 1972, the People's Republic of China occupied, after 23 
the seat of China in the World Health Assembly (following eguivalent action in the 


a? . . . . 
paieed Nations). As soon became evident, important developments had been occurring 1n the 
health sector of this vast country — and particularly in health manpower policies wet 
; ; ; , oak 

representation of China had inevitable impacts on 
programmes. The change on the p Pe 


identification of problems and the problem formulation of policies in WHO, and SO did t 
further steps taken towards ensuring universality of the Organization (admission of countries 
for whom earlier the road to membership was barred for purely political reasons, ©€-8- the 


German Democratic Republic). 
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At the same time, the expenditures for health services rs nn 
i Ls i t a pace much greater than e gr 
capitalist nations were rising rapidly, a , 
ce Ale product (GNP). In the United States, for example, health nay Te mir 
h 7.9% in 1972. These financi 
sources rose from 5.34 of the GNP in 1960 to | 
induced even the affluent countries to plan the preparation of, less costly types of a 
manpower (e.g. "nurse practitioners" or “physician assistants") than the customary q 
fessions. Greater efficiency in health care delivery, involving the utilization of healt 
manpower was also being widely explored. 


The health status of most national populations in Period III showed some improvement 
according to such measurements as infant mortality rates or death rates from tuberculosis, 
but the burden of communicable diseases and malnutrition in the developing countries remained 
enormous. In the Third Report on the World Health Situation, 1961-1964, it is noteworthy 
that, along with specific diseases, the major national health problems listed Lac luded 
“administrative and organizational deficiencies (including personnel deficiencies)". 
Greater attention was also given in this period to the problems created by rapid population 
growth - often almost nullifying the increase in a nation's GNP. In the Fourth Report on 
the World Health Situation 1965-1968, moreover, an entire chapter2/ was devoted to the 
problems of health manpower. Both of these world health assessments in the 1960s stressed 
the extremely important interdependence of socioeconomic conditions and health. The fifth 
report, for 1969-1972, even devotes a chapter to "Economic Development and the Organization 
of Health Services",2 


A dramatic experience in the fight against malaria marked the later years of Period 
5 In the 1950s, WHO had mounted a global campaign for the eradication of this highly 
prevalent and serious disease. After steady progress for many years, largely through a 
Strategy of residual Spraying of houses with DDT, the mosquito vector began to develop 
resistance to this insecticide. Rather suddenly, in the late 1960s, a major resurgence of 
this debilitating disease occurred in many countries. Significant lessons on general public 
health policy were soon to be learned from this experience (see Period IV), 


Perception by countries of problems involving health manpower sharpened during Period 
Tif, beyond the level in Period Il. An analysis of interventions relating to health man- 
power at all eleven World Health Assemblies in the period showed an increase from an average 
of 43.7 per year in Period Il to 88.2 per year in Period IIL (the growth by Member States 
being far less than this 100% rise) .29 The greater share of this increase in the identi- 


fication of health manpower problems was attributable to developing countries. The topics 
chosen for Technical Discussions at the World Health Assemblies in 1963 and 1970, moreover, 
were in the health manpower field. 


' Especially significant was the very great variety of health manpower problems identified 
in World Health Assembly discussions during Period IIl. Counting only interventions on 
problems which were cited at least 10 times, there were 828 which could be Classified as 
being concerned with definable issues in health manpower development. The great diversity 
of these problems, as shown by the percentage of interventions on them, is shown in 


Table 4, The far wider Scope of these problems identified in Period IIL, compared with 
Period II (listed earlier), is impressive. 


bution of health workers both within and across 
health manpower planning. Especially 
of health manpower policy, 
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schools training health personnel and health administrations. The modified rank order ot 
hee necro one a se Period II, is also significant: fellowships, for example 
rs © fourth place, whereas the shortage / 
fourth to first place, and the identification of wholly Ame separ nage og meet 
drain" (third place) and the need for health planning (22nd place). Savaieal other opeteuk 
that had been noted infrequently to be included in the list for Period IL (items 7 13 0 
15, and 20) rose to the surface in Period III. As we shall see, the explicit definition of 


these problems reflects increasing concern f ici 
or policies on the relevance of health 
education to the real health needs of countries. aria 


Table 4. Health manpower problems: Percentage distribution of interventions on the main 
problems identified by Member States at World Health Assemblies, 1962-1972. 


Problems identified Percentage of interventions 


(N=828) 
a hadi de etabneith) nededundbperlfeabivadoanicen,) ein 2ecrea dQeGes | Let bamt om 
2. Need for training auxiliary personnel tay gpg} 
3. “Brain drain" between countries 8.2 
4. Problems related to fellowships isi 
5. Need for cross-national equivalence of diplomas 7.4 
6. Need for nursing, midwifery education 6.0 
7. Need for adaptation of curricula BA 7 
8. Need for teaching preventive and social medicine ieee 
9. Training of national health personnel 3.9 
10. Need for more medical schools aod 
11. Definition of "physician" 31.2 
12. Need for coordination between schools training 
health personnel and health administrations 3 al: 
13. Need for training of teachers 3.0 
14. Need for proper management of health personnel 2:8 
15. Shortcomings of medical education 2.8 
16. Need for strengthening of schools of public health 2.4 
17. Need for standards in medical education yap 
18. Need for raising the quality of medical education 1.9 
19. Lack of rural health personnel 1.8 
20. Relation between socioeconomic conditions and health Lad 
21. Personnel maldistribution within countries 1.2 
22. Need for health manpower planning ls 
23. Need for regional training centres eye 
All problems identified 100.0 


A theme that permeated WHO deliberations throughout Period III was, of course, assistance 
to the newly independent countries. This crucial need, which was felt in health manpower as 
in other fields, was not always articulated explicitly as a problem, but rather was often 
included on the agenda of several World Health Assemblies and Executive Board SesslOns. 
Resolution WHA20.50 in 1967 speaks of "the ever greater disparity that 1s saeve top in 
health programmes 4s between the developed and newly independent countries . In the 
same vein, the agenda topic “Training of National Health Personnel , frequently came up et 
meetings of WHO governing bodies in these years, and referred essentially to the question 0 


how WHO could "help countries in training their own nationals, bearing in mind the close link 
. U " 
between training and the planning and development of health services - 
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ports on the world health 


. re — id 
The several references to health manpower problems in the WHO blems were also identified 
iod IIL have been noted earlier, and these pro - Board! tai 
estuatton in Perse there was submitted to the Executive 


Training Programmes". The first 


in other contexts. In 1971, 
between health and 


“Assessment of UNICEF/WHO-assisted Education and in countries 
problem: identifiedin this: :véport:' wasythe re daptation to local needs 
educational authorities. Other problems specified were the poor adap 


lack of 
of health curricula (which were based instead on western models of sr? epsinter. alte are 
practical community-oriented teaching (it being too hospital Bp mavsoneneunil 
imadequate textbooks and teaching equipment, opposition (from both phy 
to the use of health auxiliaries, and the lack of a team approach. 


prominently 


One must appreciate that many of these health manpower problems, ae oe mre Ree 
matters of controversy. Without enumerating all the details, the genera ae pray 
tion were between those spokesmen who advocated health personnel quality above = ne ian 
who criticized bitterly the irrelevance to local needs of so much professiona espe . esd 
medical) education. The “quality camp" usually advocated internationally accepta 
standards for medical school curricula, cross-national equivalence of academic prepa 
etc. This view was advocated for such reasons as: (a) facilitating the free movement o 
doctors between countries, (b) promoting exchange between countries for postgraduate 
training and experience, and (c) enabling developing countries to assess foreign Sez tore 
coming to them, so that they would "not become a dumping ground for inefficient doctors". 


In opposition to the "quality camp" was the basic argument that training should be 
suitable and relevant to each country's needs. This position was well summarized by a 
statement at the 1972 World Health Assembly that: 


"There was no need for reciprocal recognition of degrees to facilitate the migration of 
physicians ... There was little need for standardization, since every country trained 
physicians to meet its own requirements in terms of quality and even of numbers." 


But during the entire Period III, this basic disagreement in problem definition was not 
clearly resolved. In a sense, the views of the two opposing schools of thought were 
embodied in resolution WHA24.59, submitted by the USSR, which recommended both "fundamental 
international standards in medical education" and also recognition of "local circumstances 
that reflect the specific character of the state of health of the population and of the 
public health services in different countries and regions."'35 


Another indirectly related problem, prominently identified in Period III, was the so- 
called "brain drain" of doctors from the less developed to the more developed countries.36 


Finally the need to train auxiliaries was a problem generating much controversy. On the 

one naee, there was the view (expressed in many ways) that health auxiliaries were valuable 
' . ° 

because "scarce medical time must not be wasted on work doctors need not do',47 On the 


other hand, there was the repeated claim that the quality of medical service must be main- 
tained above all, that additional doctors were the major need, and that auxiliaries were, at 
best, only a temporary expedient. It was only in 1971, towards the end of Period III, that 
a4 consensus began to form in favour of the definite value of auxiliaries - with a USSR- 
sponsored resolution in 1972 (WHA25.42) urging "Member States to intensify their efforts to 
Promote the training and utilization of health auxiliaries",3 


led in turn to rather substantial i is 4 ‘at 
‘ : modifications of emphasis in WHO olicies and 
including those concerned with health manpower. y programmes 


Period IV ; Circumstances and perception of problems (1973-1980) 


hess. general political environment of the world seemed more placid in Period Iv (1973- 
te ie aa a because of the development of “detente” in international relationships 
reneless, local wars and revolutions continued to occur, such as the Middle East military 
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ia in sine the liberation from colonial status of both Angola and Mozambique in 1975 
7 —— ed that radically changed the power structures of Nicaragua and Iran in 
: e number of developing countries in WHO continued to increase, but at a slower pace 


han in the previous t a ACE. “ 
980 (Table ‘a wo periods rising from 714 of the total members in 1973 to 744 in 


Economically, many countries - both industrialized and developing - had great diffi- 
‘ulties in this. period. Provoked in part by the worldwide oil crisis of 1973, man 
ountries entered a form of recession in which unemployment was paradoxically aohaned nach 
nflation. The rates of growth of GNP slowed down in almost all countries, but most 


jeriously in the very poorest nations. Between 1971 and 1975, the GNP growth in 40 of the 
yorld's poorest countries (with 1 200 000 000 population) was only 1.1%.39 Stimulated by 
these serious economic difficulties, the General Assembly of the United Nations in 1974 made 
a declaration calling for the Establishment of a New International Economic Order and adopted 
4 programme of action to achieve this. This declaration called dramatically for: 


"a new international economic order based on equity, sovereign equality, interdependence, 
common interest and cooperation among all States, irrespective of their economic and 
social systems which shall correct inequalities and redress existing injustices, make it 
possible to eliminate the widening gap between the developed and the developing countries 
and ensure steadily accelerating economic and social development and peace and justice 
for present and future generations". 


From the reaction that occurred throughout the United Nations and the specialized 
agencies to such a declaration, one can understand the sweeping character of the historic 
resolution WHA30.43 adopted by WHO in 1977 and stating that the World Health Organization: 


"considering that health is a basic human right and a worldwide social goal, and that it 
is essential to the satisfaction of basic human needs and the quality of life ... decides 
that the main social target of governments and WHO in the coming decades should be the 
attainment by all the citizens of the world by the year 2000 of a level of health that 
will permit them to lead a socially and economically productive Lite, "+1 


Accordingly, 1t became more and more widely recognized that health was not only a desirable 
social goal itself, but also "a means and, indeed, an indispensable component, DE ML opre= 
requisite, of social and economic development". 42 


Finally, certain other general sociocultural features of the 1970s should be noted in 
considering the influences on health problem identification within WHO. Initially in 
certain affluent industrialized countries but soon spreading very widely, there emerged a 
“yomen's liberation movement" through which women of many countries claimed a right to 
greater equality in economic, social and legal affairs than had prevailed hitherto. The 
vast growth of industrial production and the great use of automobiles in highly developed 
countries caused serious atmospheric pollution in many of: othe? world's» lange e1¥iesgizat 
reaction there arose widespread demands for environmental protection, which evolved into an 
"ecology'’ movement and a rejection of urban culture as “artificral”. In the health sector, 
this soon became expressed in a mounting distrust of excessive medical technology, compared 
with the benefits of simple, natural lifestyles. 

The WHO review of the world health situation for 1973-1977 was compelled to conclude that: 
"In spite of some important areas of progress during the period under review, poverty 
remains the lot of substantial parts of the populations of the Third World, and it is of 
course this continuing poverty that is at the root of the world's most pressing health 


problems".4 


rds the end of Period IV, WHO was proud to announce, at its World Health Assembly in 


1980, that "the world and all its peoples have won freedom from smallpox" and that this 


demonstrated how nations working together in a common cause may further 
attempt to eradicate malaria, as noted 


the failure of a mass campaign 


Towa 


achievement "... 
human progress" (WHA33.3) .44 The corresponding 


earlier, had not been successful. As pointed out by many, 
health problems was due basically to the lack of an effective worldwide 
public health organization in developing countries. This 
which soon had direct impacts on 


approach to most 
infrastructure of general 
taught WHO and Member States an important lesson, 


experience 
mulation for health manpower. 


policy for 
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ization of a special international meeting, to which senior seneeg rte 

at emits ree invited, to examine the central question of how to assure é pen 

ae pomnag rogdiboa te in the world. After 30 years of effort, the main a pepe sit : 

an Goatees Organization - “attainment by all peoples of the highest ee ir 

health" - was very far from achievement. The problems of disease, etsy os — 

ca death, especially in the developing countries, remained enormous. _ large P 4 

canada it did not have access to even elementary health care. Recognition o es: 

grim realities had, indeed, been mounting over the years. 


After extensive preparatory work, a global Conference on Primary Health Care _ ws 
September 1978 at Alma-Ata, USSR. From this epochal meeting, there came the Declaration o 
Alma~Ata, which defined primary health care as: 


“essential health care based on practical, scientifically sound and socially acceptable 
methods and technology made universally accessible to individuals and families in the 
community ...{Furthermore] primary health care relies, at local and referral levels, or 
health workers, including physicians, nurses, midwives, auxiliaries and community workers 
as applicable, as well as traditional practitioners as needed, suitably trained socially 
and technically to work as a health team and to respond to the expressed health needs of 
the community." 


In order to achieve this objective of extending primary health care to everyone, the 
Declaration continued: 


"All governments should formulate national policies, strategies and plans of action to 
launch and sustain primary health care as part of a comprehensive national health system 
in coordination with other sectors. To this end, it will be necessary to exercise 
political will, to mobilize the country's resources and to use available external 
resources nationally." 


It is evident that the attainment of such sweeping objectives required a fresh, more daring 
orientation of the work of WHO in all fields, including health manpower development. 


In these circumstances, it can be no Surprise that the perception of health manpower 
problems in WHO and its Member States continued to Sharpen during Period Iv. In terms of 
interventions at World Health Assemblies held from 1973 to 1980, those relating to health 
manpower rose further from the average of 88.2 per year in Period III to 122.7 per year in 


the latter countries were evidently coming to appreciate more keenly 
the health manpower field. 


» also shows some 


— ) . The basic data are shown in 
able 5, Especially noteworthy is the top rank attained by problems involving auxiliary 


health personnel, as well as the closely related subject of primary health workers, The 
disappearance from the list of any problem involving the whole issue of quality (elevati 
Standards, equivalence of academic degrees, etc.) ig equally significant. The need for kn 
medical schools, occupying tenth rank in Period LII, has also disappeared in Period IV. The 
inclusion for the first time among the main problems of issues related to traditional birth 
attendants and practitioners of traditional medicine is likewise Significant Newl 
identified problems in Table 5 are also those numbered 8, 10, 19, and 21. The steady 


descent in importance of 
Problems related to fellowships ; i i 
discussed, they have fallen from the top- . ve Aether “Ss bode 


Period Iv. Finally, the need to integrate the development of h 
personnel, while mentioned in previo 


Table 5 
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Health manpower problems: Percentage distribution of interventions on the main 
problems identified by Member States at World Health Assemblies, 1973-1980 


________. EEE 


Main problems identified Percentage of interventions 


(N = 715) 


1. Need for auxiliary health personnel 16.2 
2. Need for primary health care personnel Lied 
3. General shortage of health personnel 8.3 
4. The "brain drain" problem 6.9 
5. Need for integration of health services and personnel 56 
6. Need for training of teachers 4.9 
7. Problems of medical education 4.6 
8. Need for a team approach in personnel use 4.6 
9. Need for adaptation of curricula hcg: 
10. Need for community-oriented curricula 4.2 
ll. Need for post-graduate/continuing education 4.2 
12. Problems of nursing and midwifery education 3.4 
13. Problems involving traditional birth attendants 2.9 
14. Maldistribution of personnel within countries 2.8 
15. Need for health manpower planning 2.7 
16. Need for proper management of health personnel 205 
17. Fellowships Doin 
18. Need for reorientation of educational programmes 2A: 
19. Problems of university centres for health sciences 2.0 
20. Problems on practitioners of traditional medicine ig7 

21. Problems in technical cooperation among developing 
countries 1.2 
22. Lack of teaching/learning materials 1.4 
All health manpower problems 100.0 


BW cj bejasqvetn: bo. bayienyeo szsu smeldone sects ted} suey sd) ee 


In order to respond to a resolution of the 1972 World Health Assembly (WHA25.42), which 
requested the Director-General to submit concrete proposals for the future activities of WHO 
in the training of health personnel for a number of years, a long-term programme with a broad 
list of key problems was prepared and endorsed, after discussion, by the sixty-first session 
of the Executive Board and the Twenty-ninth World Health Assembly. This inventory of 


problems 


grouped the health manpower — issues throughout the world in four main classes 


(systems, planning, production and management), and 19 specific problems. In summary, this 
catalogue of problems was as follows: 


With respect to health manpower systems, the problems were identified to inc lude: 


With 


With 


absence or inadequacy of national health manpower polictes; 

absence of a well-conceived national health manpower system, as an integral part of 
the overall health system; 

lack of integration or coordination of three elements of the HMD process (planning, 
production, and management) ; 

failure of training institutions to take account of health manpower plans quantita- 
tively or qualitatively, absence of monitoring of health personnel development, and 
lack of feedback on such observations; 

lack of coordination between the HMD process and other relevant socioeconomic 
sectors (general education, social security, labour, etc.). 


respect to planning, the problems were: 

lack of proper planning of health teams; BY 

undue emphasis on conventional types of personnel (especially physicians and 
nurses), overlooking other categories. 


respect to production, there were problems involving: 


shortage of facilities to train the required numbers and types of health personnel 
needed in some fields, while excessive numbers existed in other fields; 
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- erl ualified teachers; ' tninatt 
te: te gt bee pemdeee te of new types of health personnel, and reo 


conventional types; on ; ; pemanietien 
wide ehagec teins saree academic training and objective neparoar ten pitino sal 
- little appreciation of out-of-hospital health service needs, p 

revention and health promotion; PRE 
ee of collaboration between educational and health care authorities; 


- hostility to change from certain professional groups. 


1, the 
With respect to the management (utilization) of all types of health personnel, 


problems concerned: 


- poor working conditions, especially in rural areas; 

- lack of job security, with uncertain career prospects; 

- lack of job satisfaction; ; 
7 inadequate continuing education towards maintenance of technical competence; 


To 50 
- inadequate training of senior- and middle-level health programme administrators. 


This comprehensive inventory of health manpower problems served to bring together 
virtually all the issues that had been disclosed, explicitly or implicitly, in numerous other 
documents of the World Health Assembly and Executive Board during Period IV. In these 
bodies some controversy persisted (though at lesser intensity) over auxiliary health _per- 
sonnel and the use of traditional practitioners, but the previous debates about international 
curriculum standards and equivalence of academic degrees had significantly ended. 


This completes a rather streamlined review of worldwide circumstances during 1948-1980 
that impinged on the perception of health manpower problems in WHO and its Member States, as 
well as a summary of the ways that those problems were perceived and interpreted in WHO. 
(An exhaustive discussion of those circumstances, influencing factors, as well as of these 
problems, is to be found in the report of the document analysis.) Doubtless many more 
events than those we mentioned have contributed to the interpretation of these problems by 
national health leaders, who - interacting with one another and with WHO - have formulated a 
series of policy objectives. We may now attempt to make a Systematic analysis of those 
policy objectives, formulated to tackle these problems, and the programmes designed to carry 


order to shed light on the evolution of these policies (goals, priorities, main directions) 
and associated programmes, with the advantage of hindsight (provided, of course, by any 
historical review), one can conceptualize some eight basic objectives that over the years 
have determined WHO health manpower strategies. In very rough chronological order with 
respect to their evolving importance and priority, these have been as follows: , 


Increased quantity of conventional health personnel 
Improved quality of medical and nursing education 
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se of health manpower 
National planning of health manpower 


Relevance of health personnel to national needs 
Integration of health manpower and health services development. 
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we enategen, Cmaetes Somewhat of a simplification of the actual developments, 
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us analyse 4 very complex process in a Systematic way. can help 
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As we will see, the importance attached to these eight general objectives has tended to 
hange over the years. Some objectives have grown more important while others have become 
mas 99>» Moreover, in any one of the four time-periods through which the policy evolution 
s traced several different objectives have continued to exist side-by-side, determining the 


rogrammes to be implemented. An approximate representation of this complex evolutionary 
rrocess is shown in Table 6. 


Also, as we will see in the coming chapters, the programmes implemented under each of the 
bight objectives are certainly not mutually exclusive. The expanded training of health 
suxiliaries, for example, has contributed to the attainment of the objectives of geographical 
overage, as well as those of efficiency and of relevance. The strengthened teaching of 
preventive and social medicine in medical schools has been supportive of the objectives of 
efficiency, of planning, and of relevance. Some objectives, on the other hand, seem to have 
senerated unintended side-effects, which in turn gave rise to other programmes. Pursuit of 
the goal of achieving high-quality academic standards, for example, gave rise to much 
unsuitable and irrelevant training that was not adapted to the true needs of most countries 
and especially of developing countries; this irrelevance, in turn, generated certain 
corrective actions. 


Table 6. Health manpower policy objectives: Approximate evolution in WHO from 
1948 to 1980, by time-period and degree of importance* 


EE 


Period I Period Il Period III Period IV 
Objectives 1948-51 1952-61 1962-72 1973-80 
_ ee ee a a Se 
Quantity of conven- ae ae x K x ae x 


tional personnel 


High quality of medical x x x 4X x x 
and nursing education 


Biiiec vat ioh sand Rese ia) vend son dewncvegt Op Aeunh Ste ee 


Equality of credentials Kx ¥ 
cross-nationally 


Geographic coverage x & > ae a 
in countries 


Efficiency of health x ch x x X 
personnel 
Planning of health x x xx X 
manpower 
Relevance of health % x X % xx 
personnel 
x ee. eS 


Integration of the 
development of man- 
power and services 


ES ee Le 


* The check marks indicate approximate degrees of importance, from slightly important (x) 


to very important Cae ae or 
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With this conceptual framework, we may now proceed to an analysis of WHO objectives anc 
their associated programmes over the last 30 years. One must never lose sight, of course, 
as explained in Chapter Il, of the fact that WHO policies emerge from a dynamic interaction 
between the Organization and the problems and activities in its Member States. 
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Chapter IV 


QUANTITY OBJECTIVE: GREATER SUPPLIES OF CONVENTLONAL 
HEALTH PERSONNEL 


The formulation of any objective may be explicit and direct or — for various social and 
sychological reasons — it may be implicit (in various degrees), without clear articula- 
ion. The very first health manpower objective to be explicitly formulated in WHO, however 
as to increase the worldwide supply of health personnel, and this meant the a nanweduall 
ategories with which nations were most familiar - mainly physicians and nurses. The keen 


nd widespread perception of a serious problem of personnel shortage from the very birth of 
MO has been noted in Chapter III. 


In} ‘the early World Health Assembly discussions reference was made to the need also for 
tauxiliary personnel’, but the term was employed to mean virtually anyone assisting the 
joctor, such as laboratory technicians, pharmacists, and nurses. Only some time later did 
thealth auxiliaries" acquire the more specific current meaning of personnel who might be 
auxiliary to the nurse or to the pharmacist, as well as the polyvalent primary health worker 
with modest training, which the term most often connotes today. Moreover, only much later 
were specific programmes implemented for the training of health auxiliaries, as a matter of 
high priority. 


The problem, perceived as a "shortage of doctors", gave rise to several sorts of correc” 
tive action in developing countries. When these had been colonies, the response was to send 
physicians to them from the "mother country’. Another solution was to send students from 
the developing country (usually after independence) for professional training abroad. The 
ultimate solution was to establish medical schools in developing countries where none existed 
and/or to increase the output of existing schools. However, these schools were at, £irst 
inevitably manned by expatriates and only at a later stage of development were they gradually 
replaced by nationals of the country concerned. From these several strategies, there would 
follow different programmes of action in countries and in WHO. 


Increasing conventional health personnel — Period lL 

The very first World Health Assembly, in 1948, took action to promote the policy objec— 
tive of increasing the supply of physicians everywhere; there was no explicit focus ,on 
developing countries. This objective would be promoted by a programme of education and 
training. Resolution WHA1.28 made reference to fellowships, medical literature, and 
emergency services as the means to this end.! The first annual report of the Director- 
General, moreover, refers to teaching material and equipment among the activities to promote 
education and training. It will be recalled from Chapter II that in this initial year, 
these activities were a responsibility of the Fellowships Section in the WHO Secretariat. 
By 1949, however, there was established at the Geneva headquarters a Division of Professional 
and Technical Education, responsible not only for fellowships but also for several other 


activities. 


The Second World Health Assembly, in 1949, added further refinements to the strategy of 
expanding the supply of health personnel by encouraging in resolution WHA2.7 the "development 
by government of national educational institutes in the field of health (underlining 
added) .2 The implication was clearly that schools should be available within each 
country, so that students would not have to go abroad for professional education. The need 
for actions beyond simple numerical increases in personnel ~ such as correcting the geo 
graphic maldistribution of physicians ~ was, indeed, identified at WHO discussions in Period 


I, but programmes were not formulated in response. 


uantitative objective of increasing health personnel 


not so easy in the first years of WHO. Thus in 1948, out of the total WHO 


was evidentl HO 194 
budget yée6% was allocated for "Education and Training’ (about USs$797 000), but only 27% of 
these ‘funds were actually spent.> By 1951, Education and Training (ET) was being aiilo- 


cated 26.3% of the total WHO budget, and the programme was sufficiently developed to spend 


The achievement of even the simple q 
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It is also noteworthy that within the ET account, ove 


some 67% of this larger allocation. fellowships. Nevertheless, eve 


1on' to support 
1949-1951, the lion's share went ; oe 
a ag SP and 1951, the share of money for fellowships declined slightly from 68 


the ET funds, and that for training courses rose from 26 to 32h. 


: = = eg ; | 

In these first years of WHO, explicit attention was given also 4 the rem, — 

and other auxiliary personnel"* (one may note that the term “other ed oe et ee 

ere regarded as one type of auxiliary). The narrative text connected wit 1 Peeps 

inte "all countries to extend the health care of the masses of their - peer pine 

this verbalization of an objective did not really lead to practical activities enti 
The importance attached to intranational training, however, was corro 


yoarw ‘later. which stated that "local training and training 


in the Director-General's report for 1951, 
within the region" was indeed, being duly emphasized. 


These initial years of Period I (1948-1951) were naturally the; first formative phase of 
WHO policy and programme development, when expansion of the world's supply of doctors and 
nurses was clearly the primary goal - although, as we shall see, other objectives were also 
pursued or, at least, hinted at. The "quantity objective" may now be considered for Period 
II, covered by the Organization's first two General Programmes of Work (GPWs). 


Increasing conventional health personnel - Period II 


The first WHO General Programme of Work (GPW1), issued in 1951 for the 5-year period 
1952-1956, gave professional and technical education of medical and auxiliary personnel a 
very high priority - along with the strengthening of national health administrations. In 
elaboration of GPWl, three aspects were stressed, of which one was simply extension of 
professional and technical education (other aspects will be noted in later chapters). Then 
GPW2 likewise gave the ET programme a high priority, and specified its main objective as 


being: "to reduce the shortage in numbers by increasing the output from medical schools 
sos? e? This policy decision could hardly have been more specific in its quantitative 
emphasis. 


The first session of the Expert Committee on Professional and Technical Education of 
Medical and Auxiliary Personnel specified several aims for a long-term ET programme, both 
quantitative and qualitative. Its second aim was defined as: "Increase in the number of 
medical, nursing, and other health personnel and of training institutions in countries and 
areas where necessary". In a publication summarizing WHO's first ten years, 1948-1957, 
the ET programme's Principal objectives were epitomized as three, of which the first two were: 


"(a) to help countries to deal with their shortage of health and medical personnel; 


(b) pegs for countries to obtain technical skill and knowledge that they now 
lack. 


ships or training courses, but it appears that the Proportional ET allocations in the total 


WHO budget declined, presumably as the allocations for disease-specific Purposes (such as 
malaria or tuberculosis) increased, 


In so far as the subjects of expert committee meetings reflect policy priorities, it may 
be noted that in the 10 years of Period II (1952-1961), the Expert Committee on Professional 
and Technical Education of Medical and Auxiliary Personnel met on nine occasions; all but 
two of these focused on medical education. This does not mean that only the quan 
aspects of training physicians were explored, but that these aspects were at least 


, , 


titative 


a com- 
ponent of almost every technical report summarizing these sessions. In addition, other 


so tarepremarp expert meetings on nursing, midwifery, dental auxiliaries, Psychiatry, and 

as Latrics invariably advocated increased numbers of personnel in each of these disci- 

stl During Period II also, the First and Second World Conferences on Medical 
mh were spo lati i i 

p <p 5 by, the World Medical Association (in 1953 and 1959), with the close 


collaboration of wo. /2 Thes 
) ° e conferences, of course dealt with much 
- _ _ . . — 
quantitative aspects of training Physicians, among many subjects. ile 
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During Period II, country 


field : is 
Wumerous projects related to Education and Training were 


Th 
Reatitie?in 6 ee aa medical and public health education (usually to strengthen the 
pecific medical specialties) rose from 21.6 to 36.1% of the projects between 


1952 and 1961, while th : : ; , 
en ati h ’ ose concerned with nursing education declined from 56.8 to 4718%) ‘of 


ce feaaaiawexk oe constituting a rapid quantitative expansion of medical 

F owards the end of Period Il The Re 1 

: é 4 public of the Congo 

ean tte now Zaire, attained independence from Belgium in 1960, and almost Sven 

a ‘ eas doctors from the former Belgian Congo departed. Not a single Congolese 

. ~f : a een trained. At the request of the United Nations Security Council, WHO 
unched an emergency operation to provide a minimum corps of qualified physicians imme- 


Se natal at the same time, to start training Congolese health personnel both at home and 


It is evident that the different methods of work summarized in Chapter Il, were employed 
for all types of WHO programmes in Period II, and we need not review their detailed spec 


trum. Erene) cof special interest, however, that the number of fellowships continued to 
increase — from 1174 in 1952 to 1668 in 1961; more important, their distribution among 
regions changed markedly. In 1952, fellowships originating in the European Region of WHO 


constituted 50.8% of the total, declining to 28.7% by 1961; meanwhile fellowships origi- 


nating in countries of the African Region made up only 3.9% of the total in 1952 but rose to 
20.0% in 1961. 


An indirect reflection of the great importance attached to the output of physicians in 
Period II was the igsue in 1953 of the first World Directory of Medical Schools .!® Other 
such directories of health personnel training institutions were not issued until some years 
after. The number of medical schools throughout the world (excluding the People's_ Republic 
of China, on which data were lacking) increased from 534 in 1950 to 660 in 1960.1! There 
were increases in all six of WHO's regions; the greatest absolute increase occurred in the 
Americas (from 152 schools to 196, or an increment of 44), but the African Region (going from 
5 schools to 11) showed the greatest percentage increase - more than 1004. Along with this 
trend, it is no surprise that the global supply of physicians increased from 5.7 to 6.9 per 
10 000 over the 1950-1960 decade, even though severe disparities among different regions 
remained very great. 


Finally, a number of WHO publications reflected the emphasis on increasing the output of 
physicians in Period Il. The WHO Chronicle, for example, published an article in 1954 
stressing the severe shortage of physicians throughout the South-East Asia Region, which 
could only be solved by establishing more medical schools or enlarging those already 


present. }8 Similarly in 1955, the WHO Chronicle reported that many governments had been 
assisted in strengthening their own professional schools by the provision of visiting 
professors in medicine and other established disciplines. Thus, for medical schools 227 


professor-months had been furnished during 1952-1954, plus 176 professor-months in schools of 
public health or tropical medicine, and 137 teacher-months in institutions for training 
physiotherapists and other health personnel. !? In the Region of the Americas, the 
emphasis was explicitly on increasing the number of medical schools and enlarging existing 


schools. 


During Period II, WHO succeeded in posting a full or part-time officer, for education and 
training activities in every Regional Office. The emphasis was clearly on expanding the 
output of conventional medical schools; even when WHO attempted to encourage greater 
attention to schools for multipurpose workers, there was little enthusiasm for the idea 
within countries, largely because of resistance from the local medical professions. FE as 
probably no accident that one of the major innovative schools for training multipurpose 
health workers - at Gondar jn Ethiopia, begun in March 1954 - was in a country that lacked 
any medical school of its own at’ the time.2+ (More will be said about the Gondar project 
below). At the regional office level, there were indeed efforts to encourage the training 
of general health auxiliaries; this was discussed at meetings of regional committees 1n the 
Americas (1953 and 1961), the Eastern Mediterranean (1954 and 1956), South-East Asia (1957) 
fic (1952 and 1957) .22 But no definite national system for training 


and the Western Pact hes 
the training of more 


auxiliaries was implemented, wedieMenthusiaetic support’ was given to 
physicians and professional nurses. 
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i 1 health personnel 
d this major emphasis on the quantitative aspects of ne A ATE interest in 
ate Period II, there was indeed a parallel and rages ag sc ng ar  ceeaiae 
ates the academic quality - and even the social outlook - of co 
improvin 


1 1 i discussed in the 
This objective quite distinguishable from the quantitative one, will be 
? 


next chapter. 


Increasing conventional health personnel - Period III 


Period III coincides with WHO's GPW3 (for the years 1962 to 1966) we a se 
1972). The main objective formulated in GPW3 for health manpower a= para bs 
before, namely "to reduce the shortage of trained staff and to reams Sper: BHP beer sox 
education". 22 GPW4 departed from custom and did not spell out exp if Ee SP fp 
although it stated that WHO will "continue to stimulate and assist erecsente cciueen 
as early as feasible new institutions, or to improve existing ones at whic e ‘ nent 
the various categories of professional and auxiliary health personnel can be c : 
out", 24 Further goals were, however, stated Be namely, the “postgraduate training o 
administrators of health services" and also, quite significantly: 


"in those countries where medical staff is very scarce and which make little or no 

provision of their own for medical education, it will be necessary to devise training 
Pe indetad ‘ : + 

programmes for auxiliaries and their Supervisors", 


The cautious restriction of this advocacy of auxiliary training to countries with little or 
no medical education is noteworthy. 


As early as 1955, WHO had begun to Promote a worldwide campaign with the objective of the 
eradication of malaria from the face of the earth, 26 It took some years, however, for the 
necessary funds to be raised to support the intended four Phases: (a) preparatory, (b) 
attack, (c) consolidation, and (4d) maintenance. Around 1960, successes were reported on 
the complete elimination of this major disease from certain countries. Then, in the late 
1960s, evidence accumulated that the Anopheles mosquito was acquiring resistance to DDT, so 
that different types of insecticide and larvicide became necessary. The most dramatic shock 
occurred in Ceylon (now Sri Lanka). By 1963 only 17 malaria cases had been reported there, 
but a resurgence of the disease occurred in a few places and in 1968 the country was struck 
with a tremendous epidemic in which more than a million cases were reported. 2 


This very serious setback taught an important lesson. It soon became widely recognized 
that mass vertical Campaigns that were not followed up by the resources of a sound infra- 
structure of health services could not be completely successful. This undoubtedly had an 


Thus, in preparing for the Second United Nations Development Decade, the Twentysecond World 
Health Assembly, in 1969, stated that among global priority objectives there should be: 


"the training of health service personnel at all levels, with emphasis on the education 
and training of national health cadres in the developing countries"28, 


This was indeed the first among six principal objectives listed. 


While one cannot say that in Period III the objective of training greater numbers of 
conventional health personnel declined Substantially, the high priority given to this objec- 
tive was diminished by recognition of the importance of training personnel “at all levels". 
In 1965, early in Period ILL, the WHO Chronicle could still give major attention to the world 
Shortage of medical manpower, with detailed Statistical reports from all six WHO 


regions, In 1970, the favourable outcome of the Congo experiment could be reported - 
namely, the successful training of 154 Congolese medical assistants in European medical 
schools to become fully qualified physicians. Yet, the Technical Discussions at the 


World Health Assembly in 1970 on "Education for the Health Professions - Regional Aspects of 
a Universal Problem" ended with a list of 13 conclusions, not one of which referred specifi- 
cally to educating more physicians or nurses. The general themes urging the training of 
mattonal health personne] as a whole and also that training should be geared to the 


a , 
countries’ needs came to dominate the discussions in the Executive Board, in place of the 
former preoccupation with enhancing medical education. 
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In the last official statement on health manpower policy in Period III - namely the 1972 
brogramme and Budget proposals for 1973 - seven policy objectives were listed 
ybjectives (which will be discussed in subsequent chapters) 
rhe numbers of conventional personnel.>! 


Among these 
on not one referred to increasing 
imilar at the Twenty-fourt 

Assembly in 1971, a comprehensive resolution tei ciria on venti: abun a oqaerages 
adoptd; in specifying eight basic policy objectives, again no mention is made of medical 
schools. Indeed, the only mention of training institutions refers to them as being ‘an 
integral part of public health and educational systems mnga2 : 


The reduced emphasis on training more physicians and nurses towards the end of Period III 


had no dampening impact, however, on the overall budget for ET activities. In fact, funds 
increased over the ll-year period from 5.6% of the overall WHO budget in 1962 to 10.4% in 
1972. Indeed, even though much training activity (e.g. fellowships) was to be found 


within other WHO programmes, the dollars specifically allocated for education and training in 


1972 alone were double the overall dollars spent in this field during th i 
i C 
of Period II (1952-1961). 4 u & e previous ten years 


The extension of WHO's interest beyond education and training of conventional health 
personnel in Period III was one factor influencing the change in 1972 of the programme's name 
(as noted in Chapter IL) from Education and Training to Health Manpower Development. The 
connotation of the new name was obviously far broader - both in the reference to "health 
manpower" and in the reference to "development" rather than "training » The new name 
clearly encompassed functions such as planning, production, and management (including use and 
deployment) of personnel - whereas “education and training'' was a name connoting only some 
aspects of the production of personnel. 


Partially indicative of the persistence of quantitative objectives and of the fact that 
they did not disappear in Period III, (although other purposes, such as strengthening educa- 
tion in preventive medicine or other specialities, were of course also served) were the 
trends that may be observed in the use of visiting professors as a WHO method of work. 
Thus, between 1962 and 1972, the proportion of all such WHO professorships, located in 


medical schools actually rose from STA tio * SOS TAs At the same time, however, such assign- 
ments to auxiliary training projects rose also From Metso ret 1'2004% Wok tEhew*botal; These 
enlargements were essentially at the expense of visiting teachers in schools of professional 
nursing, which declined from 7226" to! 312% “ofthe total. Over the ll-year span, more 


over, the absolute number of WHO visiting professors Or teachers rose from 95 to 314 persons 
per year. Also in the WHO report of the world health situation for 1969-1972, the Director- 
General still did not fail to make reference to the “acute shortage of trained manpower" 
throughout the world.? 


The rate of increase of physicians in the world did, in fact, slow down somewhat during 
Period IIl1. In the 1950-1960 decade, the idépéase™ from” Sehr tome. physicians per 10 000 
(reported earlier) constituted a rise of 21.1%. In the decade 1960-1970, _ the worldwide 
increase was from 6.9 to 7.9 per 10 000, representing a rise of only 14.54. Moreover, in 
the WHO African and Western Pacific Regions, the rate of increase of physicians was extremely 


, 


small and in the South East Asia Region the physician-population ratio remained static. 

Indeed, in 38 countries or territories of these three regions the relative physician supply 
actually declined. With respect to medical schools, the world inventory increased from 660 
to 962 between 1960 and 1970; the greatest absolute rise occurred in the Region of the 
Americas (with 95 additional schools), while the greatest percentage increase (from 11 to 30, 


or 173%) occurred in the African Region. 


Regarding the supply of graduate nurses in Period III, data are available only from 
but in a few of these the expansion was quite impressive. In Ghana, the 


selected countries, , 
number of nurses rose from 1932 tor 734554, ‘or by 4512. The absolute increase 1n India was 


from 39 350 to 66 000. Yet, in a few countries (Jamaica, Togo, United Republic of Tanzania) 
there was an absolute decline over the decade, due possibly to migration or to professional 


inactivity exceeding new entrants into the nursing field. 


The uneven supplies of physicians and nurses across regions remained very high, in spite 
of the increased general output during Period III. For physicians the disparity between nie 
European and the African Regions was more them byes Lh Cive.’) a compared to pe. 0) a ; 
000); for nurses the disparity between the al) eat and the South-East Asia Regions exceede 


90 : 1 (i-e-, 30-9 compared to 1.5 per 10 000).? 
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e past we 
remained the main priority. Greater emphasis than in the p 


physicians and nurses in discussion, but the implementation of thi 


given to the training of health auxiliaries 
policy was not so readily achieved. 


: t to Perio 
A somewhat ironic development in Ethiopia should be recorded with respec 


ini i try in 195 
III The origin of the Gondar Health College and Training bontee ee ahh eh over 
later, however, the seeds o estructio 
has been noted earlier. Ten years : er, ¢ — oY tock. “oun 
inl ltipurpose auxiliaries were planted. 
tive scheme based on training mu af. See ee 
he national Haile Selas 
Addis Ababa a Faculty of Medicine at t 
rg “at due course most of the Gondar health officer graduates went on fore kartee 
ate, to become fully qualified physicians, and more reqent Li) Siaeeebood ot fpr al eer 
this has resulted in e gradu 

aded to become a medical school. All ' 
ene creative programme for training health workers to serve the rural aceite | 
country of some 30 000 000 people (in 1978), 90% of whom are rural dwellers. The gg otays 
mess with which so many developing countries approached the training of auxiliary - 
personnel ~ even to serve rural locations where no physicians existed ” has been cand2 
attributed to opposition from the medical profession in those countries, during Period II 


and earlier. 


Increasing conventional health personnel - Period IV 


Towards the end of Period III, it was gradually realised that simply training more of the 
same, more physicians and nurses, would not solve the problem of health coverage of .yery 
large populations in the foreseeable future. At the same time, accounts of China s 
astonishing coverage of its huge population with the elementary but important services of 
very modestly trained "barefoot doctors" made a powerful impression on the entire world. 
The rising general appreciation of auxiliary health personnel, already evident in Period coe 
ascended rapidly to new heights in Period IV. 


There is much more to be said in later chapters about the place of auxiliary personnel 
training in the strategy for the achievement of various objectives, but here it may simply be 
moted that one concomitant of this development was some reduction of the previous importance 
attached to the expansion of education of physicians and nurses. There were other reasons 
for this ostensibly lesser emphasis on establishing new medical schools in Period IV (even 
though some new schools were founded). The costs of setting up and operating such schools 
were very high and beyond the financial Capacity of many developing countries. Moreover, 
even where medical schools had been started or expanded, there was little evidence of 
Progress in achieving population coverage; the physicians trained tended to concentrate in 
the urban centres (where, incidentally, they satisfied the demands of elite groups that had 
favoured the school's founding, in the first place). Thus, the perception of problems 
concerning medical education fell to 7th rank in World Health Assembly discussions during 
Period IV, while the need for auxiliary health personnel shot upward to issue number one. 
Policy emphases, both in WHO and Member States, changed correspondingly. 


The Fifth General Programme of Work (GPW5) for the years 1973-1977, no longer specified 
the objectives of increasing the Supplies of medical or other health personnel, or of 
elevating the standards of their education. Instead, it simply stated that WHO assistance 
to governments should "foster the quickest possible self-reliance" - in all fields.42 The 


Sixth General Programme of Work (GPW6) for 1978-1983, has much greater specificity in 
defining two Principal objectives: 


"To Promote the development of appropriate health personnel, to meet the needs of entire 
populations ... (and) 


To promote the develo 


ee pment and application of relevant Processes for basic and continuing 
education", 


Under the first of these objectives, WHO would promote ",,, placing responsibility for 


Primary contact with patients on auxiliaries able to Carry out well-defined activities after 
a4 minimum of training’ 


Reference in both GPW5 and GPW6 is made t 


0 4 crucial general resoluti 
World Health Assembly in 1970 (WHA23.59), - RAI ahi. oy the 


which drew attention to the "important functions of 
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the Ceganiwa tt on laid down by its Constitution and in the decisions of previous Health 
Assemblies", including among other things: 


ha : ; 

ae analysis and evaluation of information ... with a view to identifying general 
trends in the world health situation and to evolving a strategy in regard to the most 
promising ways of developing health services and medical science, 


(b) study of the methodology of the planning, organization and socio-economic analysis 


of different health systems and services of different countries and the preparation of 
realistic recommendations ... 


(c) preparation of international agreements, ... on the most important health problems, 


(d) formulation of recommendations on the establishment of standards, ... 


(Ce) coordination of research on the most urgent and important problems of biology, 
medicine, and public health ... 


(£) identification of the most rational and effective ways of helping Member States to 
develop their own health systems and, first and foremost, to train national health 
personnel at all levels, .-- 


(g) aiming at securing the greatest participation possible of the countries of the world 
in the work of the Organization; "44 


Thus the guiding principles of WHO policy were, in effect, transformed from specification 
of uniform or universal goals (such as combating the shortage of physicians and other health 
personnel) to formulation of goals which were supportive of the objectives of each country. 
The same broad principles of relativism, as distinguished from universality, were embodied in 
the WHO programme budget for 1980-1981, prepared in 1978.4 Beyond these very general 
principles intended to guide WHO work, the only specific reference to health manpower 
activities in GPW5 is a programme objective on ‘development of health manpower develop- 
ment". GPW6 defines two broad objectives of health manpower. In both GPWs these health 


manpower subjects remain among the main priorities of the total Organization, as in the past. 


In summary, one may say that in Period IV the theme of "increasing conventional health 
personnel", to which this chapter is devoted, had become substantially replaced by broad 
reference to health manpower development, with two broad principal objectives (quoted 
above). In the Director-General's report to the Twenty-ninth World Health Assembly in 1976 
(reviewed towards the end of Chapter IIL with respect to its inventory of problems), the 
objectives of the Programme for health manpower development (HMD) and the strategies to 
achieve these are defined much more comprehensively and explicitly. In this crucial 
document, the Director-General proposed that: 


"The general principle that should guide the Organization in health manpower development 
is: to collaborate with Member States, at their request, in satisfying the health needs 
of their entire population through health services composed of teams of health personnel, 
on the principle that all health activities should be undertaken at the most peripheral 


level of the health services_as is practicable, by the workers most suitably trained to 
carry out these activities." 


HMD priorities, furthermore, are proposed ''to contribute to the solution of the health 
problems of those people who have the most serious such problems" in both the developing and 
the developed countries. Moreover, the health needs and demands of the people should take 
precedence over professional interest, and also the training and utilization of auxiliary and 
community health workers and their supervisors should be strongly emphasized. 


rly imply the principles of population coverage, and relevance, and 
other objectives to be discussed in subsequent chapters. The principles embodied in the 
Director-General's 1976 interpretation of appropriate HMD policy, endorsed by the Twenty- 
ninth World Health Assembly, were to become included in the historic Declaration of Alma-Ata 
in 1978, with the main social goal of Healen peor Aldeby pbheryear 2000 to be achieved through 


These priorities clea 


primary health care- 
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itative objective reviewed in this chapter. : 
ne Pag ee prespreee the number of medical schools in fon ee dic 
~ eh i increase. Between 1970 and 1975, they rose from 962 to wisps £ nes many Ser 
~— significant, however, is the slowing down of the rate ot EL had been 46%. 
schools. In the previous decade of es = rate oe ye ‘doe tk tad 
; VY data emcompass only a 5-year span, however, e : : 
+ lone span one should theoretically double this rate to _ ee ee ee 
a growth rate of 32% (which may well prove to be an overestimate) in the ‘otaiiinataltl 
substantially lower than the 46% growth rate of medical schools during PRP erst Roary 8 rs 
(The significance of this relative decline is even heightened by a statistica is dient 
namely, that medical schools in the People's Republic of China were not counte s : be 
while they were counted in 1975; if adjustment were made for this fact, the growth rate 


the 1970s would be even lower.) 


The global supply of physicians also rose from 7.9 per 10 000 in 1970 to 8.7 in 1975. In 
the WHO African Region, however, the ratio (0.9 per 10 000) remained static over this 5-year 
span, and in the Eastern Mediterranean Region it actually declined (from 3.1 to 3.0 


physicians per 10 000).>°! 


It would seem reasonable to infer that these trends, particularly the slower rate of 
growth of medical schools, probably reflect modified HMD objectives of countries in Period 
IV. As noted above, medical schools were very expensive, and their graduates failed to meet 
general population needs anyway. Thus, the energies of developing countries - particularly 
in the African and the Eastern Mediterranean Regions - started to be partially transferred 
from the expansion of medical schools and the production of more physicians to increased 
training of various categories of auxiliary health worker. Thus, one finds that in WHO 
statistical publications during Period IV, there are more categories of health auxiliary for 
which figures are given than previously. Also, breakdowns are more often given on human 
resources in the developing compared with the more developed countries. For 1975, for 
example, the following contrasting data are significant: 


Personnel type Number per 10 000, in countries 


Developed Developing 


Physicians 16.0 5.9 
Nurses and midwives 30.3 Pe | 
Assistant nurses and midwives LS «ti 2.4 
Medical assistants 2.4 6.8 
The greater ratio of medical assistants - representing typically health auxiliaries (often 


with three years of training following primary or junior secondary school) who are not 
assistant nurses - in the developing countries is in sharp contrast to the comparative ratios 
of the other more conventional types of health personnel. Moreover, the number of countries 


reporting to WHO that they were training medical assistants rose from 27 in 1 6 
1970, and to 57 in 1977.51 960, to 38 in 


_ In summary then, with respect to the objective of expanding national supplies of conven- 
tional health personnel, one may conclude that in Period IV this objective persisted in most 


countries of the world, but at a lower priorit Lthi i L 
; - , ; y- Within WHO polic the 
objective declined perceptibly in Period Iv. . 4% at 3 eee a 
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Chapter V 


QUALITY OBJECTIVE : IMPROVE PERSONNEL STANDARDS 
AND ACHIEVE ACADEMIC EXCELLENCE 


Just as expanding the numbers of conventional health personnel was a prominent initial 
objective of WHO policies in the health manpower field, almost always linked with it was a 
call for improvement of the quality - or the academic qualifications of those personnel. 
One gets the impression that various spokesmen at WHO conferences were even straining to 
avoid giving the impression that they were concerned only with mere numbers; increased 
production of physicians and nurses, it was claimed, should never be acwonetistted at a 


Sacrifice of quality. Technical and academic standards must be improved, it was argued, at 
the same time. 


Improved quality of personnel - Period I 


As already noted in Chapter IV, the first World Health Assembly adopted a programme of 
education and training in specific response to the devastation of the Second World War. In 
the Health Assembly discussion of the matter, reference was made to the degree of technical 
efficiency of the personnel trained, which doubtless showed concern for the quality of their 
work as well as their numbers. | The first WHO programme and budget also implies a quali- 
tative objective by stressing that ''a doctor is expected to be an active member of the 
community and know its economic and social structure, which has so much influence on health 


and disease’ - although this concept likewise implies an objective of relevance (discussed 
later). The same document states that the WHO programme should aim "to ascertain that high 
standards of training are internationally accepted and followed". A reference the next year 


to promoting international "exchange of scientific information" also suggests a quality 
objective in training programmes. 


The importance attached to fellowships - particularly those for foreign study by 
physicians from developing countries - from the first days of WHO, implied also to some 
extent an objective to improve the quality of professional education as well as _ perfor- 
mance. It will be recalled from Chapter II that the very first administrative unit in WHO, 
responsible for education and training was the Fellowships section. 

Publications appearing in Period I reflect various concerns for raising the quality of 
educational programmes. Referring to a health personnel training programme in the Anglo- 
Egyptian Sudan in 1949, for example, a WHO staff member stated: 


"The training schemes were simple to start with and they have developed; either the same 
training has become increasingly elaborate or it has remained the” initial step ~of 
successive and more advanced schemes ..- The problem of obtaining better personnel for 
the health services has, therefore, been approached in two ways: by providing improved 


training facilities and by paying higher salaries to more-qualified personnel." 


Likewise in the Region of the Americas, much attention seemed to be given to improving the 
quality of the education of nurses, including the development of postgraduate courses.>? 


Improved guality of personnel - Period Il 


Among health manpower problems identified in Period II, it will be recalled from Chapter 
III that a perceived need for standards in education ranked relatively high. Not sur- 
prisingly, therefore, the First General Programme of Work, launched in 1951 for the years 
1952-1956, included among its three general objectives one on quality, namely: 


"each country should attempt to reach an agreed minimum level compatible with its stage 


of development ."/ 
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i cting ar 
"promote the advancement of educational concepts, standards and methods by Selne Spey 
transmitting information, organizing the exchange T te experience by meetings, 
studies, etc., and advising on individual problems". 


The numerous meetings of the Expert Panel on Professional and Technical Education ¢ 
Medical and Auxiliary Personnel devoted to medical school activities have been noted 1 
Chapter IV. Virtually all the technical reports on these meetings in Period ‘Il mad 
reference to technical quality aspects of medical education. The eighth meeting in 1961 
for example, focused on effective teaching of the basic medical sciences in the light o 
modern medicine. The great use in these years of medical teaching missions - groups o 
scientists of international reputation who travelled to several medical schools in les 
developed countries to offer postgraduate courses - was an obvious indication of a quality 
improvement objective. 12 The continued high place of fellowships among ET expenditure 
was a further reflection, at least in part, of the goal to improve personnel quality. 
Indeed, between 1952 and 1961, fellowships for the study of clinical and medical science 
increased from 10.5 to 26.5% of the total, while those for health organization and service 
declined from 59 to 30% of the total. The same interpretation can be drawn from th 
extensive use in Period II of WHO visiting professors. 


The numerous publications emanating in Period II from both WHO headquarters and regiona 
offices stressing quality aspects of personnel training are too numerous to recite in full. 
From the Region of the Americas, for example, there were reports on_the patterns of medica 
education in paediatrics and how their quality might be improved. /4; - The quality o 
dental education in Latin America was studied and proposals were made for its enhance- 
ment. In Chile, studies were made on more discriminating methods for selecting entrant: 
to medical school.!? The WHO Regional Office for Europe also conducted a phage of the 
teaching of paediatrics in 68 medical schools (finding half of them inadequate), [8 This 
office likewise advocated improvement in the training of sanitary engineers. 


The quality of nursing education received a great deal of attention both at WHO head- 
quarters and the regional offices. The Expert Committee on Nursing made numerous propogals 
to strengthen schools of professional nursing, both for basic and for advanced studies.“ 
Improved psychiatric nursing was the focus of interest of another Expert Committee ir 
1956.2 Several reports on grtetic and specialized education of nurses came from the 
Region of the Americas.22, 23, 24 General accounts of the fellowships programme and 
Overall ET activities emanating from WHO Headquarters tended to stress objective to develop 


improved Standards in health services through upgrading the teaching institutions in 
countries.2), 


Further examples might be cited: the teaching of statistics to medical students or the 


teaching of obstetrics to nursing students. These may be enough to show the emphasis in 
Period II on strengthening the qualitative content of professional education. The stress on 
advanced, university-level nursing education in many developing countries - seriously 
deficient in even minimally trained rural health personnel - may seem surprising in retros- 
pect. The university-trained professional nurses, however, were needed to serve as 


teachers in schools of basic nursing as well as Supervisors. One should not therefore 
condemn all concern for 


the overwhelmin 


WHO governing bodies on the 
needs, References were made 
Ping countries, and also to the 


training programmes to true national 


rought to develo- 
ts to some of the 


- 45 - 
aaa quality pale in the universities of developed countries.28 The goodwill of 
oreign consu tants was appreciated, while it was still argued that they could not possibly 
bring appropriate solutions to the _ problems 


of educati 
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naka ide si critical views apparently did not prevail, and one must conclude that 
e highest priority in WHO and in Member States was accorded to improving the 
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Improved quality of personnel - Period III 


It will be recalled that in Period IIL (1962-1972), the problems identified at World 
Health Assembly discussions such as the need for standards in education, along with raising 
the quality of education, had fallen strikingly to much lower ranks than they had occupied in 
Period Il. Instead their places were taken by issues on the training of auxiliary health 
personnel and the need for adaptation of curricula to each nation's real health situation. 


The main objectives of GPW3 (prepared in 1960) nevertheless remained the same as before: 


to réduce the shortage of personnel and raise the quality of their education. 2? In 
Chapter IV we have already noted the more general objectives of GPW4, along with the more 
explicit emphasis on training programmes for health auxiliaries. It has also been noted 


that the Technical Discussions at the World Health Assembly in 1970 ended with a summary of 
13 conclusions; mot one of these specified any need for improved quality in professional 
education. Instead, the very first conclusion is on the need for adaptation of professional 
education to local conditions, and the general thrust of all the conclusions is on the value 
of auxiliaries and the importance of community orientation for all health personnel. The 
same priorities were advocated at the Executive Board session in January 1971, without any 
reference to quality objectives. 


In one respect, however, the goal of better quality acquired new importance in Period III 
- namely, to put specific emphasis on the importance of continuing education. The WHO/ 
UNICEF Joint Committee on Health Policy (JCHP) at its 18th session, in 1971, suggested five 


priorities of which the fourth was "refresher and continuing education". 0 Such con- 
tinuing education may imply various objectives, of which assuring the maintenance and/ or 
improvement of performance of health personnel is one. On the other hand, when linked to 


strategies for expanding the supply of auxiliary personnel, who have usually had only brief 
basic training, then the implications of continuing education are quite different. For this 
personnel a systematic schedule of formal instruction (perhaps for a week or two each year or 


each half-year) can do much to compensate for the brevity of the initial training, and can 
help the health worker to draw appropriate lessons from his or her field experiences. 


Implementation of policy in postgraduate medical education was reflected towards the end 
of Period III by the establishment in Moscow of a WHO Collaborating Centre to analyse infor- 


mation and to carryout research on various aspects of postgraduate work. The Central 
Institute for Advanced Medical Studies in the USSR was organized in 1930 and became a WHO 
Collaborating Centre in 1969.21 Nursing studies at the postgraduate level are usually 


defined as postbasic nursing education, and it is noteworthy that the extent of such training 
had greatly increased during Period II and the firee pare Ox Period III. _ After about the 
mid-point of Period III, however, WHO-sponsored programmes of postbasic nursing education (to 
prepare nursing teachers and administrators) gradually decreased, perhaps because countries 
no longer needed so much WHO cooperation in this field. 


Reflecting these mixed tendencies towards a quality-improvement objective in Period ILI, 
the World Health Assembly in 1971 adopted a comprehensive resolution (WHA24 .59) on education 
and training, which embodied both (a) emphasis on the adaptation of training to national 
needs and (b) the principle that training’ should "take into account science and technology 


achievements gap 33 Thus the retention of the quality objective, at least in WHO policy 
statements in the ET field, is evident until the end of Period III. 


Certain new WHO methods of work developed in Period III were probably indicative - at 
rt - of a quality objective in professional education. One was the creation of a 
: ili i i f teaching and laboratory equip~ 

fund for facilitating the purchase for countries 0 
cadena thorized by a World Health Assembly resolution in 1966 (WHA19.7) to 
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another such travelling group 
apg ge In 1962, an Expert Committee on Dental Health called for : . es Se 
mation of dental education programmes "with a yAew to raising the ce Pee * ph 
competence of dentists throughout the world ..." Still another Expert arene’ we ms “aber 
midwifery, stated in 1966 that "the standard for acceptance for training shou n 


than that required for nurses and teachers". 


Thus, even though in Period III the priorities in the ET programme itself were chang ing 
toward a lessened emphasis on quality objectives, such goals still occupied a key place in 
the training activities of other WHO programmes. It took a few more years before the 
modified priorities in the health manpower field extended throughout all programmes of the 


Organization. 


Improved guality of personnel - Period IV 


By 1973, the issue of quality standards and associated aspects of professional education 
seem to have disappeared from the main manpower problems identifiable in World Health 
Assembly discussions. Numerous other problems had come to occupy the centre of the stage. 


In GPW5 (for 1973-1977) and GPW6 (for 1978-1983), as noted in Chapter IV, there were no 
longer any specific references to the production of health personnel in terms of either 
quantitative or qualitative goals. Instead, the keynote of these statements of WHO policy 
was flexibility in relation to the needs recognized in each country, with promotion of the 
quickest possible self-reliance in all fields, including health manpower development. 


The only documents that can be identified in Period IV that have any definite quality 
implications appear to be those about continuing education. Yet, in contrast to basic or 
undergraduate education, as noted above, continuing education tends to have connotations 
rather different from those of academic excellence or educational standards, which figured so 
prominently in the earlier years of WHO (particularly in the 1950s - Period iL). 


The World Health pgeenbly in 1974 adopted a resolution on continuing education for 
physicians (WHA27.31).42 Although referring to guality, the clause used in the resolu- 
tion's preamble was that continuing education is “of cardinal importance to the health 


authorities in assuring the quality and coverage of health services" (underlining added). 
Likewise, the concluding action recomm 


ended was: 


"the development of national systems of continuing education for the health professions, 
based on national and local health needs and demands, integrated with health care and 


educational systems, with full utilization of the resources of universities and schools 
of health personnel." 


This concept of continuing education is more closely linked to the preparation of health 
manpower to meet the needs and demands of the health services in a country than the tradi- 


tional concept of such education - nam 
ely, to kee ersonnel up-to-dat i fa 
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This World Health Assembly resolution was based lar 
expert committee convened in 1973, 44 which stated that: 
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focused more on transmitting new information than on improving competence, and only 
incidentally related to health needs and national health priorities." 


scordingly, the Committee concluded that WHO should encourage and support: 


"The development of national systems of continuing education for the health professions, 
with clearly defined central and regional administrative responsibility and authority, 
and the integration of such programmes with the national health care system" .46 


Thus, by Period IV, the quality objective in WHO's health manpower development programme 
ad changed its original content. This was clearly understood by everybody, though 
officially" never spelt out, to mean the pursuance of the “standards”, of the "guality" of a 
ew most highly developed countries or rather of a very few most prestigious institutions in 
hose countries. The problem with this was that the relevance of those "standards", of that 
quality" even to the needs of the countries where they were practised was not questioned for 
iecades. It was taken for granted that they were the standards, the quality of medical 
ducation and were to be emulated in the whole world. This has gradually changed and 
quality" basically has come to connote the sort of relevance to and integration with health 
ervices in countries that will be the subject of later chapters of this study. 
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Chapter VI 


EQUALITY OBJECTIVE : MIGRATORY FREEDOM FOR HEALTH PERSONNEL 


Certain objectives may be formulated for quite understandable reasons, and yet the 
tions taken to pursue them may lead to very undesirable side effects. This type of 
bjective in health manpower policy is well illustrated by the goal, articulated a few years 


frer the founding of WHO, to achieve cross-national equality in the gualifications of 
rofessional health personnel. 


Advocacy of uniform international standards, in the preparation of physicians, dentists, 
urses and other health professionals was based on the argument that no country should accept 
econd-class quality in its personnel; every country's physicians and nurses should be as 
ell qualified as every other's. Such standards were also based ostensibly on a concept of 
one world", in which health personnel could move about freely in order to advance their 
ersonal careers or for other reasons. The ultimate consequences of this freedom, however, 
roved to be seriously contrary to the larger social interests of several countries. 


‘nternational standards - Period I 


As early as the Third World Health Assembly in 1950, a representative of India advocated 
‘the establishment of international standards of medical education", in order to facilitate a 


‘reciprocal recognition of gualifications". Similar ideas were expressed at sessions of 
the Executive Board —_ 1950, some members of the Board even proposing a basic standard 
nedical curriculum.”~’ Newly independent States understandably did not wish to be 


considered second-class with respect to the physicians their schools were preparing. 


In the proposed programme and budget estimates for 1950, prepared in 1949, the discussion 
had even referred to "the possibilities of jnternational medical licensure"; it was stated 
that “the increasing similarity in technical developments in various countrieS «+. 
[decreases] the necessity for strictly national patterns of training". Likewise, the 
very first meeting of the Expert Committee on Professional and Technical Education of Medical 
and Auxiliary Personnel, in outlining a long-term programme in that field, listed as a top 
objective: “working out international minimal standards of training’. 


In spite of these various references to cross-national equality in the training of 
physicians, and even to their international licensure, no action was taken in Period I 
towards the attainment of such an objective. Perhaps one may interpret these statements as 
an affirmation of the dignity and pride of certain developing countries that understandably 
wanted to overcome any stigma associated with their former colonial status. 


International standards - Period LD 


As noted in Chapter V, a need for international standards in medical education was again 
identified as a problem sn 1952 at the Fifth World Health Assembly. — But probably more 
important, as explained in Chapter III1, the Expert Committee on Professional and Technical 
Education of Medical and Auxiliary Personnel, concluded in the same year that such global 
standards were "not feasible at the present time". Also, although reference was made in the 
First General Programme of Work (GPW1) to minimum jnternational standards, the significant 
terminal clause was that the level should be compatible with each country's stage of develop- 
ment. The GPW2, moreover, referred only to the highest possible technical efficiency as a 
goal of education and training for each country, without any reference to international 


standards or reciprocity of academic degrees. 


be denied that an atmosphere of controversy surrounded the issue of 


manpower standards. Although no specific actions were taken to implement such standards, 
governing body meetings clearly hinted at the importance of widely 
of health manpower for study or even for choos 
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Perhaps indicative of the mixed judgements and attitudes of WHO epelgen! pre: a 
international standards of medical education was a resolution passe “4 ee. ceed ode 
Health Assembly, in 1956 (WHA9.33). This resolution referred specifica 7 po Cie See 
of the Government of India concerning “fixation of minimum educational st merge 
international basis for doctors". The action recommended, however, an — a ee 
"Director-General ... study the proposal and its possible implications and bs 4 e 
“submit his observations in a report to a future session of the Executive Board’. 


Quite significantly, it was not until seven years later, in 1963, that a report on thi 


question was actually submitted to the Executive Board. With so long a postponement o 
action on India's proposal, one might expect that some action would have been taken at th 
WHO regional level - particularly since New Delhi was the seat of the South-East Asi: 


Regional Office. Study of the ET programme in SEARO during Period Il, however, shows ni 
activity along these lines. The only formal action related to medical education seemed ti 
be a recommendation in 1954 that an authoritative national body be established in eacl 
country of the Region to "prepare a reform of medical education". 


International standards - Period III 
eee SSANGardg ~ Freriod iil 


The study requested by the World Health Assembly in 1956 on "minimum educational stan- 
dards on an international basis" was finally implemented in 1962 (at the start of Period III) 
by convening a Study Group on Internationally Acceptable Minimum Standards of Medical 
Education. The main declared intent of the proposed standards was to facilitate post- 
graduate education for physicians abroad. The recommendation concerned such matters as: 


- suitable methods of medical student selection; 
- prerequisite studies of 12 years, including mathematics, basic sciences and humanities; 
- minimum of four full-time years of medical studies, plus a one-year internship; 
- clinical subjects taught in ways suited to the environment of each country; 
- a university setting desirable (but not mandatory) ; 
_ 7 academic policy entrusted to the senior teachers, subject to governmental influence 
being kept to a minimum; 
- availability of a general hospital; 
~ teachers of basic sciences should be full-time; and 
~ methods of evaluating the school should be feasible and available. 


It would appear that the Proposed standards were relatively elastic and subject to varying 


interpretations, except for those on the duration of studies (four years plus internship) and 
the full-time status of teachers of the basic sciences. 


In spite of the painstaking work apparently put into the report of this Study Group, 
there 1S mo evidence of any efforts by WHO to follow up the recommendations, listed above. 
Indeed, in 1967, an Interregional conference of directors of schools of public health was 
convened in order to explore "a procedure for mutual recognition of schools of public health 
and of [their] degrees and diplomas", 10 This conference concluded with a request to WHO 
to “Speed the eventual introduction of a procedure for mutual recognition of schools of 


public health on a voluntary basis ... Although WHO staff attempted to follow up this 
recommendation, it proved to be quite unfeasible to implement. 


Bn Ye pie oe i gephanppaie of Work during Period IIL (GPW3 and GPW4), reviewed in 
promoting sige-ceatees er to raising the quality of education of health personnel, and of 
services, among othe i - 

oa ia however, to any objective to attain internationally way th te 
(3968-1999) om iietcaee of WHO policy, particularly towards the end of Period III 
ao mpi ; — pe eg on developing "curricula based on real local needs rather 
cecltehetaet tl wo n is, ta 1971, a World Health Assembly resolution WHAZ4 .59 

krector-General to proceed with the study of medical school curricula in 
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ere ory oe peeanee for this reluctance to follow up the issue of international 
eager i rt toabron in 1964, at the Seventeenth World Health Assembly of a new 
ts mae ee or outflow of trained health personnel from countries that 
 Coomaaentinee tare ortages of manpower (in relation to their actual needs). At this 
) mb Ly ere were two interventions on the issue, for the first time, and discussion 

the topic increased until the end of Period III. Pn.el972i,: ate the Dent ventnteh World 
alth Assembly, there were 24 interventions on the "brain eae problem. As will be 
-called from Chapter III, the departure of trained health manpower from less-developed to 
»re-deve loped countries was perceived ag the third-ranking problem on which interventions 
re made during the eleven World Health Assemblies in Period III. Meanwhile, the goals of 
aternational standards and of equivalence of academic degrees were not pours vie be achiev- 
>le in practice. Instead, it was an undesirable migration of trained personnel mainly from 


eve loping to developed countries that came to occupy the centre of the stage in WHOs 
overning bodies. 


Thus, towards the latter part of Period III, identification of the "brain drain" problem 
ssentially replaced the so-called need for international standards of professional education 
nd qualifications. No definite action was taken on either of these two counter-poising 
ssues until the very last year of Period III, when a definition of the term "physician" was 
ubmitted by the Executive Board to the Twenty-fifth World Health Assembly in 1972. The 


ssential non-universality and pluralistic nature of this definition is so striking that it 
s worth quoting it in full: 


"A physician is a person who, having been regularly admitted to a medical school, duly 
recognized in the country in which it is located, has successfully completed the pre- 
scribed course of studies in medicine and has acquired the requisite gualifications to be 
legally licensed to practise medicine (comprising prevention, diagnosis, treatment and 
rehabilitation), using independent judgement, to promote community and individual 
health."14 


Yespite the rather vague and highly relative nature of the Board's definition, it was still 
n0t adopted or approved, but only "noted" by the Twenty-fifth World Health Assembly in its 
resolution WHA25.42. One may infer that this was the Assembly's way of providing a polite 
purial for the issue of international standards for medical qualifications, no longer 
considered a significant policy question. 


On the closely related question concerning equivalence of medical degrees, to permit 
reciprocity of licensure between countries, the World Health Assembly was even less defini- 
tive in its further policy formulation. After calling upon the Director-General to "stud 
... criteria for assessing equivalence of medical degrees" in 1966 (resolution WHA19.53),1 
subseguent Health Assemblies were clearly not satisfied and asked repeatedly for further 
studies. Finally in 1970, the Twenty-third World Health Assembly simply called on WHO to 
"assist further the training of national health personnel.at all levels. \.«"'.and to urge 
countries "... of each region to formulate a minimum standard of curriculum for training 
programmes for health personnel, taking into consideration the needs of the region’. This 
decision in resolution WHA23.35 (1970) essentially recognized the possible value of recipro- 
city of credentials within any of the six WHO regions, but not between regions. 


"International standards versus "detrimental" migration - Period IV 


By Period IV (1973-1980), the international professional standards and cross-national 
equivalence of academic degrees had become more of a matter for collaboration with UNESCO on 
reciprocal recognition of higher education studies, degrees and diplomas by countries. At 
the same time, the problems caused by cross-national migration of skilled health manpower had 
become prominent. In the Health Assemblies from 1973. to 1980. the “brain drain « was the 


fourth-ranking problem ‘dentified in interventions. 


Regarding the increasingly vexed problem of the cross-national migration of health 
manpower from the less-developed to the more-developed countries, no definite action had been 
taken in Period III. In 1969, the Twenty-second World Health Assembly merely called upon, 


‘a eopens clause whi 4 rather comprehensive resolution ..on «health manpower development 


(WHA22.51), 16 
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raining of physicians from ti 


i in the t : 
“The economically developed countries taking part 12 saber veneniiniies -comectuetad 


i to wor 
developing countries to encourage graduates to return 


; 1 tor-General, : 
In 1971 the Assembly went somewhat farther in calling upon the Direc ; 
resolution WHA24.59: 


fessional ar 
“to proceed ... with study of the phenomenon of the outflow of per ga yer tan 
technical personnel from developing to the developed countries ( ae sriaheadaal 
be detrimental to the training of national health personnel and ae e pens ag 
the developing countries and to the prospects of international coop 
field."18 


The next Health Assembly in 1972 reaffirmed the importance of the migration hyn 
resolution WHA25.42 called for a “comprehensive study to determine its causes oe: ety 
appropriate solutions". !9 At this Assembly there were discussions and orn e * ie 
whether it was appropriate for WHO to take any corrective actions on this problem, - 
was clear agreement that it should be studied by the Organization. Hence, the beg 
activity in Period IV of the Division of Health Manpower Development, apropos of . 
“equality objective" as defined in this chapter, was a major international study of physicia 
and nurse cross—national migration throughout the world. 


Even before this extensive study was completed, the Twenty-ninth World Health Assembly i 
1976 called on the Director-General "to collaborate with Member States ... in the deve lopane 
of measures to control undesirable migration of health manpower" (resolution WHA29.72). 
This was, in fact, the first specific action proposed by the Assembly to cope with ths 
migration problem. 


Before WHO began its comprehensive study of health manpower migration in the early 1970s, 
other studies of this phenomenon had been made in the Federal Republic of Germany, the 
United Kingdom, the United States, and elsewhere. As a first step, therefore, WHO collabo- 
rated with the US Department of Health, Education, and Welfare (Health Resources Administra- 
tion) in the production of an extensive annotated bibliography on this matter in 1975. 

A further literature review was also done in collaboration with the University of Londor 
School of Hygiene and Tropical Medicine. Then questionnaires, seeking statistical data or 
the national inflow and outflow of physicians and nurses, were sent to governments throughout 
the world, data being collected from 137 countries. Thirdly, more intensive studies were 
made of 40 countries, selected because they had experienced a considerable inflow or outflow 
of physicians, nurses, or both. It is not surprising that there were difficulties in 


collecting this vast body of data, but a synthesis of all of it yielded a comprehensive 
report that was published in 1979, 22 


Only the main findings and interpretations of this im 
here. It was found that in 1972 some 62, 


going to five affluent countries: Australia, Canada, 
Kingdom, and United States of America. Foreign medical 
all physicians in the USA in 1974, 
was India, followed by the Philippines 


Many more specific findings came from this extensive migration Study, but certain of the 
interpretative conclusions have such important implications for health manpower planning, in 
both donor and recipient countries, that they should be summarized: the migration of 
physicians and nurses between countries is not random, but depends on market pressures, 

Out-migration results when a4 country produces more physicians than it can economically absorb 
(or employ), regardless of its objective health needs. Similarly in-migration occurs when a 
country can economically absorb more physicians than it has trained itself. 


developed countries the underproduction of physicians stems from the restrictive practices of 
the medical profession". On the other hand, "in many 


Production of physicians results from the fact that t 
Output of wonttichadgt yy etd is completely unrelated to the demand for physicians’ 
the same country. Perhaps most important, 

is related not so much to the potential service 


s they might have rendered i 
could not have been supported to render), as - Maem eed ace. 


to the many resources that went into their 
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ptens which could have been more effectively used for training other more appropriate 
yrms of health manpower (particularly auxiliary health workers) .2? 


' Thus a WHO study, stimulated by the problem of the migratory "brain drain" of physicians 
nd nurses mainly from less-developed to more-developed countries, ended up by providing 


te evidence for the need for rational manpower planning - if waste was to be avoided in 
eve oping countries and if the affluent industrialized countries were not to be the bene- 
iciaries of this extravagance. To remind the reader of the relationship of the migration 


henomenon to the focus of this chapter on cross-national "equality" of health personnel, it 
S$ appropriate to quote another of the specific conclusions of the migration study, namely: 


Ww bd . . . . , 
International agreements promoting the international recognition of medical and nursing 
qualifications facilitate and, possibly encourage migration", 26 


The acuteness of the migration problem raised sensitivity also in the WHO Regions about 


this disturbing health manpower issue. In the African Region, for example, a study of the 
problem was ~starbeds im» 1975,>sfocusing! jon, the’. loss sof medical graduates from African 
sountries. At the same time the Regional Committee for Africa launched "an appeal ..- fo 


-he countries towards which the exodus of gualified personnel was directed to discourage 
settlement and promote rapid return." 


Around the mid-1970s, the acuteness of the "brain drain" problem appeared to lessen. 
Perhaps partially due to the worldwide attention aroused by the WHO discussions of, and 
research on, the issues — but doubtless also due to rising consciousness about the problem 
within countries - actions were taken that resulted in a reduction of the detrimental type of 
migration described above. The USA and Canada, for reasons of their own, began to restrict 
the immigration of foreign medical graduates around 1975. Some donor countries, such as 
Egypt, considered reducing their output of new physicians. 9 The Sixth Report on the 
World Health Situation (for 1973-1977), published in 1980, summarized the developments as 


follows: 


“While the intercountry flow of physicians and nurses has increased during the past 
decade, its volume and direction are now changing. As a result of recent regulations in 
the key recipient countries, the flow from developing to developed countries is likely to 
decline. At the same time, major donor countries are beginning to take. qneasures to 


increase the capacity of their respective health systems to retain trained personnel and 


use them properly ..-'- 


In a word, it would seem as though the harmful or socially inequitable effects of purely 
market forces, in the global production and use of health manpower are becoming slowly 
counteracted by deliberate social planning in countries. Exposure of the facts on this 
whole problem by both WHO and its Member States has doubtless helped to stimulate these 
corrective planning actions. This entire experience may help to convey the message that 
more important than cross-national equality of health personnel is the principle of training 
manpower — both in types and in quantities — most approprt te to the health needs and demands 


of each country- 
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Chapter VII 
COVERAGE OBJECTIVE :; HEALTH PERSONNEL TO 
SERVE ALL THE PEOPLE 


The geographic maldistribution of health manpower has long been a serious problem in 


almost all countries - developing and industrialized. The most obvious feature of the 
problem is the shortage of health personnel in rural areas, while health workers - parti- 
sularly physicians - are heavily concentrated in the cities. In developing countries, it is 


sommon to find four-fifths of the physicians located in a few large cities (sometimes in one 
netropolis) where 10 or 20% of the population live, while only one-fifth or fewer of the 
physicians work in rural areas, where 80 to 90% of the population live.! Even inside the 


borders of large cities there are often concentrations of physicians in affluent neighbour- 
hoods, while slum areas are almost devoid of physicians. 


Recognition of these health manpower distribution problems, as discussed in Chapter III, 
was expressed in WHO meetings from the first days of the Organization. In this chapter, we 
shall review the evolution of WHO health manpower policies to cope with them. The policy 
objective that gradually developed was to achieve full coverage of national populations with 
appropriate health personnel. 


Achieving population coverage — Period I 


Discussions of the overall shortages of health personnel in the first years of WHO were 
usually linked to comments about their maldistribution within countries. At the Third World 
Health Assembly, in 1950, when the maldistribution issue was raised, the delegate of France 
suggested a period of compulsory health service for physicians in areas of manpower 
shortage. Such a policy had long been implemented in the USSR; in Mexico, a six-month 
period of social service for all new medical graduates had been required since the 1930s. 
The issue was hotly debated, and several delegates argued that financial and other incentives 
were preferable to compulsion. No action was taken, however, on this matter. 


The major strategy implemented in developing countries to achieve health service coverage 
in rural areas has undoubtedly been the training of auxiliary health workers of many types; 
though this strategy matured slowly. As early as 1949, in the very first Annual Report of 
the Director-General of WHO, there is a brief reference to Ethiopia's training programme for 
local health personnel, which was "continued and expanded with the assistance of WHO". 
Although the meaning of the term "local health personnel" is not perfectly clear, Dt Yas 


further reported that: 


"Great progress was also made in the training of medical assistants, dressers and 
sanitary inspectors. At the request of the Ministry of Education, 4a first-aid and 
sanitation course was given to school dressers in Addis Ababa. 


Uncertainties in WHO policy on auxiliaries, nevertheless, were reflected in the Lype of 
assistance given to Ethiopia at this time. In 1949, in fact, WHO withdrew its international 
personnel from the programmes for training dressers, medical assistants, and others, concen” 
trating instead "on granting a larger number of fellowships --- and on periodic visits of 
advisers and consultants". The Ethiopian Government continued the training programme, 
however, according to a WHO official in an article written in 1952. 


the Director-General reported that in the South-East Asia and Eastern 


Mediterranean Regions , "emphasis was placed on specific needs in the training of surediary 
health workers’. In French Somaliland, 4a tuberculosis programme was reported, and loca 
training of auxiliary medical personnel had been started in connexion with 1t. oes a 
rural health demonstration programme and teaching centre, sponsored by WHO and — . vee 
Lippines with emphasis on maternal and child health services. © 
the same theme expressed in*vthe Director-General s Annual 


For the year 1950, 


operating in the Phi 
next year, in 1951, one finds 
Report, as follows: 
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' the world, and ¢! 
“The shortage of trained professional health workers in many parts of 


nnel in many of the 
fact that some countries are unable to support highly trained ogee eainiae Gecee 
areas, have brought out the need for establishing a larger numbe ical i vitia: 
for seditiars workers ... among whom are assistant doctors, practt , 


. . ~ w 
health workers, sanitary instructors and assistant midwives. 


i ipti cific fiel 
In spite of generalized statements of this sort, the parca: sire nine 
j i t the exact nature of the manpo ed. 
rojects in countries leave doubts about anpa or pee 
narePadcee are made to local and national personnel, to nurses, to midwives, and to 


é , ' 
inspectors. Experience suggested, for example, that WHO 's “effort in pe Pan 
devoted to strengthening medical and para-medical institutions and estab pp au 
training programmes and refresher courses". It is far from clear, however, a 


activities involved the training of auxiliary health workers, in the sense in which this ih 
came to be used in later years. The "village health workers" referred to in the sg a 
tory section of the 1951 Annual Report are nowhere mentioned in the numerous country fie 


projects described for that year. 


Thus in Period I, with the possible exception of activities in Ethiopia - where 
training programme for medical assistants and dressers had been in process before WHO entere 
the scene - one does not find definite evidence of WHO involvement in the training ad 
nonconventional auxiliary health personnel. There are various references to the potentia 
value of the idea, but little indication that WHO participated in its implementation. Asid 
from comments made in the World Health Assembly, the strategy of achieving rural populatio1 
health care coverage through training and the use of auxiliary personnel did not advancs 
beyond the stage of rhetoric in Period I. 


Achieving population coverage - Period II 


In Period II (1952-1961), not only did the rhetoric intensify about the importance of 
training health auxiliaries - manifestly parallel with the rising proportion of developing 
countries in WHO's membership - but some implementation of the concept became evident. It 
will be recalled that the need for training auxiliaries was the third-ranking problen 
identified in World Health Assembly interventions throughout these years. An Executive 
Board member from a developing country said in 1953 that "one of the most important types of 


assistance which WHO could provide for underdeveloped countries lay in the training of 
auxiliary personnel", 10 


As noted in Chapter III, nevertheless, even the advocacy of auxiliary personnel training 
in the 1950s evoked controversy. This was in spite of the unequivocal recommendations of 
expert committees, such as the one that met in 1955 and concluded: 


"for the foreseeable future, and probably for many generations to come, the auxiliary 


health worker will be an essential member of the team providing health and medical 
services," 


Indeed, by 1960, an expert committee spoke of the importance of auxiliary personnel in the 
developed countries as well: 


for auxiliary personnel does 
» the contrary is the case, and 
even to increase." 


The reasons we for this view included the "reluctance of fully trained personnel to work 
in rural areas", as well as the wastefulness of employing “highly trained personnel in work 


which auxiliaries are capable of f ing"13 " bee : . 
, pertormin (invol " 
discussed later), . ads an efficiency objective 


The question arises here: in what sense the term 
early years. In 


gtamme of Work (for 


"auxiliary" was used in WHO in those 
spite of expert committee judgements, not until the Second General Pro- 
1957-1961) could an explicit WHO statement on auxiliaries be seen: 


"In; a , 
mn many countries it is not yet practicable or possible to provide ful] professional 


a u 
’ | x ] l " 
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whe VaR in 1954, during Period II, that the renowned "Public Health College" at Gondar 
thiopia, was formally launched (although we noted above the earlier training of dressers rey 
edical assistants in Addis Ababa).!> The Gondar training project was sponsored jointly 
Y WHO and UNICEF, along with the United States International Cooperation Administration, 
Breestypes of auxiliary health worker were prepared, specifically to staff health centres in 


-ural areas. The team leader, called a "he z 
alth 
on cetapene: taf 3 ; , officer » was trained for three years 
_ secondary school; the nurse-midwife auxiliary was trained for two 
years following completion of elementary school; the sanitation auxiliary was trained for 


yne year following enough schooling (4 to 6 years) to acquire literacy. The field exercises 


af chese three types of trained auxiliary were carried out together in rural health 
centres. 


In some countries, health auxiliaries intended specifically for_ rural areas were des~ 
eribed as “assistant doctors" - for example, in Iran and Somalia. !/ In 1953, there was 
started in a northern province of Malaya (Kedah) at the town of Jitra a model rural health 
centre, along with a training programme for three types of auxiliary worker: assistant 
nurse, assistant midwife, and assistant sanitary inspector. From the outset, this project 
was assisted by the WHO Western Pacific Regional Office, and when national independence was 
acquired by Malaysia in 1957, the extension of the Jitra model throughout the country became 
known as the Rural Health Services Scheme, in both its training and service aspects. ! A 
significant sidelight of this programme was its origin in candid response to the anti- 
government guerilla movements that had been especially strong after the Second World War in 
the northern provinces, such as Kedah. Steady progress has been reported in the 
Malaysian Rural Health Services Scheme, with nearly complete national coverage (in Peninsular 
Malaysia) achieved by 1977.20 The hundreds of health centres and health stations in this 
impressive programme became staffed principally by the auxiliaries trained at Jitra, and 
later at a second training centre in the southern town of Rembau. 


Other somewhat similar health auxiliary training programmes were launched in Period Il, 
with the collaboration of WHO, in Laos (for preparing officiers de santé) and in Papua New 
Guinea (for preparing assistant medical officers). 1 In Libya a school for training 
health assistants was started at Benghasi in 1955, and a similar school opened in Nepal in 
1956.22 In Zanzibar, the same kind of project was started in 1957, although the trainees 
were mostly attracted to curative services.2> In Suva, Fiji; a school for training 
"native medical practitioners" had been functioning since 1884, and it was expanded in 1928 
with aid from the Rockefeller Foundation. 24 WHO began to provide collaborative support 
for this school, known at the time as the Central Medical School, in 1955. The trend 
after this date was towards continued upgrading and in 1961 the school's name was changed to 
the Fiji School of Medicine, and students were prepared ''to a standard acceptable for regis- 
tration in medicine and dentistry for work in the Southsand«CentralePacific’ - 


Altogether, in Period II, there was a definite expansion of country projects, with WHO 
participation, for training health auxiliaries — predominantly.for rural areas. These grew 
from 8 such projects in 1952) to..30 in 1961.26 Even though these constituted only a small 
fraction of all WHO projects in education and training, they grew from 9.14% of all ET 
projects in 1952 to 16.7% in 1961. The output of field training projects was often limited 
by a lack of suitable teachers. Still, at the end of the period, in 1961, the Director- 


. 


General could report that special attention was being given to auxiliary personnel training 


"as a speedy means of providing for the operation of new services. In newly independent 
countries the need for auxiliary health personnel is particularly acute, as they are 
required to undertake some of the work of health services after the departure of foreign 
professional health workers, until enough fully trained national replacements are 


avai Vables2? 


terminal clause seemed to imply that alixiliaries, weressceally ‘Wain demporary 


The cautious 
1 replacements became available). 


expedient (until fully trained nationa 


In Period Il, for special sociocultural reasons (including the opposition of the medical 


profession) the countries of Latin America were particularly hesitant to train aUxaeeRY 
ersonnel with a broad scope of functions. There were, indeed, some auxiliary personne 
; heir scope of work was intended to be narrow ~ such as personnel to assist for 


trained, but ft Another type of auxiliary was trained only 


a limited time in home deliveries in Panama. 4 
to assist sanitary inspectors and operators of water treatment plants. 
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, oe ed durin 
“assistant nurses" or “assistant sanitary ah A m Pn In th 
Period II is far from clear. Very few countries sent any — moto pant etante lia .¢ 
ears around 1950, there were only reported to be a total ee oF rhieeeete ty *SOUneetae 
A lopi countries; around 1960, reports were received rom ; ond eeathiakinal 
developing 4 30 countries reporting nursing 
aggregating to 4800 such personnel. The : “n, 157 veareohemboene Th 
auxiliaries, on the other hand, numbered 17 in 1950, growing apy 080 cutee’ neal 
accuracy of data on both of these general categories of health auxii y> Likely that. th 
not have been great. Apropos of geographical coverage, however, it is very 


i i ince i 1 areas. 
medical assistants reported were providing services principally in rural 


The number of 
auxiliaries from 


Achieving population coverage ~ Period III 


In Period III (1962-1972), the lingering uncertainties about WHO policy on trainin 
multi-purpose auxiliary health personnel specifically as a strategy for achieving improve 


coverage of rural populations gradually declined. Training auxiliary health ites 
slowly but definitely ascended to a high priority in WHO, reflecting the evolving attitude: 
and actions in Member States. Among problems identified in interventions at the elever 


World Health Assemblies in the period, as reported in Chapter III, the need for training 
auxiliary personnel rose to the second in rank; indeed, if one were to aggregate with this 
the 1.8% of interventions classified as lack of rural health personnel, this issue implying « 
need for total population coverage would have ranked as problem number one. 


In the first part of Period III - that is, in the early 1960s - some objections were 
still raised about auxiliaries, as meaning a sacrifice of health care quality for the sake of 
quantity. For example, the representative of a developing country in Africa said at the 
1962 World Health Assembly: "it has not been deemed necessary to encourage the training of 
medical auxiliaries in an attempt to overcome our temporary shortage of doctors".?! By 
the late 1960s, however, such arguments appeared to simmer down to semantics about the 
"labels to be attached to different categories of health workers".92 At a 1968 meeting of 
the Executive Board, the issue was summarized substantially as follows: 


"in both the economically developed and the developing countries, the doctor alone could 
not deal with all the health problems of a given area, and he needed a team of assistants 
to help him. Without auxiliaries no health service could come to grips with all its 


problems. It was hard to see how the health services in a developing country could be 
Organized without such assistants".3 


Thus, by the period 1967-1972, when the Fourth General Programme of Work was to take 
effect, the language of GPW4 called for the new or improved "training of the various cate- 
gories of professional and auxiliary health personnel", 34 By 1970, in the Technical 
Discussions of the World Health Assembly, one of the conclusions of the report on "Education 
for the Health Professions" was "a reasonable distribution of functions between professional 
health workers and auxiliaries, with emphasis on team work".2 Indeed, even in 1962 - 
when the Fifteenth World Health Assembly had proposed several manpower targets for under- 
developed countries by 1970 - among them was not onl “one physician per 10 000 population" 
but also "one health auxiliary per 1000 population", 26 These were, in fact, targets seted 
for the First United Nations Development Decade. In 1971, the WHO/UNICEF Joint Committee on 
Health Policy proposed that priorities for ET programmes include specifically "auxiliary 
training". This proposal was approved by the Executive Board in 1971, when it was also 
added that greater emphasis should be put "on training for the needs of rural areas, less on 
hospital-based education and its concentration on rare diseases", 38 

As significant as these various policy formulations in Period III 
developments in programmes for training auxiliary personnel to cover rural populations. 
Thus, the number of developing countries reporting to WHO that medical assistants were 
working in their health Systems rose from 27 in 1960 to 38 in 1970; the count of these 
personnel reported, moreover, rose from 4 800 in 1960 to 13 270 in 1970.39 The number of 
schools in developing countries for training medical assistants had increased by 34 duri 
Period [II to 4 total of 68 (as of 1973) located in 38 countrie = oe 
; S. (In Period I1, such 
schools had increased by only 18.) Assignments of WHO visiting teachers to schools for 
Seeec en oe from 6 in 1962, constituting 6.3% of 95 Such assignments, to 64 in 
“7s Constituting 20.4% of 314 Such assignments that year.41 Even health. manpower 


were the actual 
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ssearch, coordinated by WHO and starting in 1969, was focused on, among other things, the 


ymparative training and performance of health pce 
auxiliaries n - : 
yypt, and Saiateake 1 three countries: Brazil; 


This growth of medical assistant training, mainly for rural area coverage, must still be 
nterpreted in a proper perspective. Thus, in 15 of the countries reporting medical 
ssistants, their total number was smaller than 100; in 28 of the 38 developing countries 
eporting use of these auxiliaries at the end of the period, their ratios were only 1 per 10 
00 population or fewer. Even in Ethiopia, where medical assistants had been trained since 
he 1940s, their total number reported in 1972 was only 166. One contributory explanation 
£ these essentially modest achievements, between 1962 and 1972, was the policy in several 
ountries to upgrade their medical assistants to fully-qualified physicians - who would then 
‘end to settle in the main cities. Such upgrading strategies were followed in Burundi, 
‘ambodia, and Rwanda, as well as in Fiji and Ethiopia (both discussed earlier). Even in the 
pongo (now Zaire), where WHO emergency action had been launched on that country's attainment 
> f independence in 1960, the crash programme to produce African physicians through training 
in Europe had involved the upgrading of some 140 former Congolese medical assistants. 


Yet, by the end of Period III, the attention of WHO became clearly focused on the severe 
and persistent deficiencies in health coverage of rural populations, particularly throughout 
the developing world. The basis for corrective actions was well summarized by a WHO staff 
member from the Division of Health Manpower Development, who wrote in 1972: 


"Tts vast and growing size, its isolation, its low standard of living, and its attitude 
of withdrawal into itself are the fundamental characteristics of the world's rural 
population, which represents the majority of mankind ... Compared to the urban popula- 
tion, which is always the first to reap the benefits of progress, the rural population is 
under privileged and cannot satisfy its health needs. 

The health services must therefore be organized in such a way that they reach all 
the population of a country, bringing the benefits of both preventive medicine and 
individual care and establishing an order of priorities for meeting the needs. 

It will then be possible to train. a staff.capablepof providing a basic minimum of 
services to people who have hitherto been completely without health care, by turning out 
larger numbers of auxiliary personnel, ensuring they are constantly supervised, and 
giving them the necessary mobility to reach the population of the remoter areas." 


This account of the policies and programmes of WHO to attaining adequate health manpower 
coverage of rural populations in Period III would not be complete without reference to the 
feldsher of the USSR - a medical assistant trained originally to serve rural people in the 
nineteenth century. Although they had been extensively used for decades, it was not until a 
WHO expert committee meeting convened in 1967 that the curriculum for training the Soviet 
feldsher was presented and published.*? The focus of this expert committee meeting was on 
the training of medical assistants and similar personnel, and the importance of this subject 
for the objective of geographic coverage of countries with health services was made quite 


explicit: 


"In most countries where the physician/population ratio has improved, the maldistribution 
n the country constitutes an almost insurmountable problem ... In very 


of physicians withi 
1 to employ qualified physicians, medical 


small communities, where it would be uneconomica 
assistants can do very useful work." 


It was not to be until later, however, that WHO sponsored a thorough study of the training 
and use of the feldsher in the USSR. In fact, the entire challenge of total population 
coverage in developing countries - largely through the training of auxiliary health personnel 

iate deployment in health teams - did not become a WHO objective of the very 


and their appropri 
highest priority until Period IV. Even then, some of the old resistance continued, but at 


the level of formal WHO policy the crucial. importance, of the training and utilization of 
health auxiliaries as members of health teams, became established. 


Achieving population coverage — Period IV 


accounting for the strong thrust in Period IV (1973-1980) towards 


The circumstances 
e with health services have been reviewed in Chapter III. 


achieving total population coverag 


- 64 = 


: laration on a Ne 

‘rit of detente between the major world powere, ae rear eter ast ORE technolog} 
a 7 A 1 Economic Order, the growing worldwide scepticism about ex + seadhiakcheied laa 
amy epee strengthening voice of developing countries ~ all these fac ms Pa Re 
eigen : , aa for equity in health care for all people. ; In the me oieiital 
Rp forces clearly yielded, among other things, strategies for anne or 
sad deghic coverage of countries with appropriate health personnel ~ not as 


future goal, but as soon as possible. 


Intrinsically linked to the objective of total population coverage were OM pie ac 
for training and deployment of large numbers of appropriate auxiliary perso WBE 8 
sufficient to meet the needs of the millions of people in developing countries, p pret oe 
rural, to whom any type of modern health service was inaccessible (although, in fe 
modern, certain traditional healing services might be available). Thus, as eee — 
Chapter III, the top-ranking problem identified in the six World Health Assem me . 
during Period IV was the need for auxiliary health personnel, followed, gorse hs y 
closely related need for primary health care personnel. In addition, related to the issu 
of coverage, other issues identified often enough to be among the main problems were th 
maldistribution of personnel within countries (number 14) and problems on practitioners o 
traditional medicine (number 20). 


The General Programmes of Work in this period - GPW5 (1973-1977) and GPW6 (1978-1983) 
it will also be recalled, stressed the adaptation of programmes to the special needs of eacl 
country, and the provision to governments of collaboration that would "foster the quickes' 


possible self-reliance".4/ The element of speed and self-reliance could only be inter: 
preted, in developing countries, to mean the training of health personnel that could be 
carried out within the country and with the human resources now available. In GPW6, this 


approach was explicitly stated as follows: 


"Skills have to be developed in accordance with tasks to be performed ... Since it is 
most unlikely that developing countries will have adequately trained professional healtt 
manpower in sufficient numbers within a reasonable period of time, initially othe 
solutions may have to be adopted by them, such as the training and use of auxiliary 
health personnel and traditional healers and midwives".48 


The culmination of formal policy declaration to achieve coverage of total populations, 
rural and urban, with effective comprehensive health care came in a resolution of the 


Twenty-eighth World Health Assembly in 1975 (WHA28.88); the Assembly first reaffirmed 
previous resolutions and decisions: 


and then continued: 


"Urges Member States to take the necessary steps to develop and implement plans of action 


in the area of primary health care, leading to the provision of a comprehensive health 
care system to the total population" 


and also requested the Director-General: 


" - 
to encourage Member States to train and use health personnel with appropriate levels of 


skills within an organizational structur ich : : 
e wh 
guidance ...",49 ich ensures their effective Support and 


: year later in 1976, resolution WHA29,1950 approved the convening by WHO and UNICEF of an 
nternational Conference on Primary Health Care, to be held in 1978 in the USSR. 


ae Reape gee International Conference on Primary Health Care, held in September 1978 at 

peers raat e € goal of universal coverage of the population with needed health care was 

"Pelages iaaten ear. The final report of the Conference contains such Statements as: 

A) alt ry Rt agp ome at providing the whole population with essential health care 
ust be "properly accessible", and: 
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= fees. : ; er 
Accessibility implies the continuing and organized supply of care that is geographi- 


cally, financially, culturally and functionally within easy reach of the whole community 


... Geographic accessibilit i 
y means that distance, travel time and 
are acceptable to the people." >! Singapore 


pecifically with respect to health personnel, the report continues: 


The types of health worker will vary by country and community according to needs and the 
resources available for satisfying them. Thus, they may include in different societies 
paopte with limited education who have been given elementary training in health care 
barefoot doctors', medical assistants, practical and professionally trained muitos: 
feldshers, and general medical practitioners, as well as traditional practitioners." ; 


Throughout the report of the Alma-Ata Conference the objective of universal population 
roverage with primary health care is repeatedly emphasized, and equally clear is the propo- 
sition that such an objective should be reached with the use of various types of health 


personnel, including auxiliary health workers. As noted above, however, the Alma-Ata 
Conference was not a beginning, but rather an historic milestone in developments aiming at 
assuring the availability of modern health care to all. In 1973, under the term "front line 


health personnel", local primary health workers were already being promoted as one of the 
major tasks of WHO's HMD programme. A staff member of that programme wrote that year: 


"Clearly all health personnel contribute to development, but it is worth noting the 
privileged position of front line personnel, who live among the people and meet their 
basic health needs". ?3 


Illustrative of activities at the WHO regional level was a symposium in the Region of the 
Americas on Medical Auxiliaries, held in 1973 and manifestly intended to overcome previous 
resistance in that Region to the training and use of such health workers. The objectives of 
both coverage and efficiency (next chapter) are clearly implied by a statement in the 
proceedings of this symposium: 


"The acute shortage and maldistribution of professional health personnel, not only in 
developing but also in developed countries, make it necessary to train large numbers of 
auxiliary personnel to serve 4s ‘multipliers’ of the professional staff. The role of 
auxiliary health personnel thus has a two-fold aspect: to relieve professionals of 
simple tasks which do not necessarily require their level of competence, and to cater to 
a population which would not otherwise be covered by health services". 


Numerous WHO-supported field projects for training medical assistants in this period 
attracted attention, such as the one operated by the Algerian Ministry of Health in 
Constantine. It is noteworthy that the old Fiji school for native medical practi- 
tioners, which had been upgraded to a school of medicine in 1961 (end»ofs Period: HD),.<rem-= 
stated its 3-year course for medical assistants in’ 1975. 6 In 1974, WHO collaborated with 
the United States Government in conducting an international conference in Washington, DC, on 
The Medical Assistant./ In the WHO Western Pacific Regional Office, a seminar on medical 


assistants, attended by participants from 13 countries, was held in October 1974.58 


In 1977, still prior to the Alma Ata Conference, 4 WHO expert committee met to discuss 
the entire question of training and utilization of auxiliary personnel for rural health teams 
jn developing countries. Among its several recommendations, one states: 


"The Committee recommends the development of educational programmes for front-line and 
intermediate-level health personnel that are relevant to the priority health needs of the 
community and adaptable to local conditions, resources, and facilities. The type of 
technology used in these training programmes of front-line and intermediate-level health 
personnel should aim at relevance, competence, and greater self-reliance.’ 


Another question related to auxiliary personnel that emerged in Period IV, and that was 


clearly significant for population coverage was that of recognizing (rather than ignoring or 


opposing) a place for practitioners of traditional medicine in national health systems. In 
197650 the Twenty-ninth World Health Assembly adopted a resolution (WHA29.72), requesting the 


Director-General: 
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eeds | 
: to meet the health on 
lth teams, trained : : account! 
the development of hea : and taking into 

health care re 
, th workers for primary ‘a tradition: 
a tis reserve constituted by those practising 


“to encourage 
populations, 
where appropriate, 
medicine."© 


solution (WHA30.4¢ 
In 1977, the Thirtieth World Health Assembly went further and adopted a re 
n , 
that urged: | P 
i 11i i of their tradi 
“interested governments to give adequate importance to the utilization 


i i i to their nationa 
tional systems of medicine, with appropriate regulations as suited 
health systems" 


and requested the Director-General: 


: : ree” aati 
"to assist Member States to organize educational and research activities and — _ 
fellowships for training in research techniques, for studies of health ~— sys mae: 
for investigating the technological procedures related to traditional/in 1genous sy 
of medicine". © 


Even before the Thirtieth World Health Assembly, the Regional Committee for South-Eas 
Asia took action to study "alternative approaches to meeting the basic needs of the people ij 
developing countries by the use of such systems of medicine in conjunction with moder 


medicine", emphasizing the value of selecting and using "the best from both". 62 Then, i 
1978, but still prior to the Alma-Ata Conference, a formal meeting was held in Geneva on thi 
Promotion and development of traditional medicine. Among other things, this meeting recom: 


mended that Member States in collaboration with WHO should "promote manpower development is 
traditional medicine" by: 


“organizing educational activities in traditional medicine either by establishing nex 


training centres or by revising existing curricula to include subjects related to tradi- 
tional medicine", 63 


Still further indication of the more positive attitude towards auxiliary health personnel 
in Period IV was the Survey launched in 1973 on schools for training medical assistants 


throughout the world. On the basis of this survey WHO published in 1976 a World Directory 
of Schools for Medical Assistants, defining these personnel as: 
—— cat Assistants 


"a health worker with 8-9 years' basic general education, followed by 2-3 years' techni- 
cal training that should enable him [or her] to recognize the most common diseases, to 
care for the simpler ones, to refer more complicated problems to the nearest health 


centre or hospital, to carry out preventive measures, and to promote health in his {or 
her] district", 64 


IV, even though these health auxiliaries had been serving 
nearly a century. At the invitation of WHO, the Ministry of Health of 
comprehensive account of the training and utili 
sonnel that was published in 1974,65 

of auxiliary personnel were published in 


e attention attracted in Period IV by the 


in the People's Republic 
great variations in the 
edominant features were; 
; (b) the relatively short (3 = 6 months) 
aa 29 local hospital, followed by periodic continuing 

; modern and traditional medicine in the training 


inue working as peasants in agricultural communes; 
_ — = * — . . ‘ - - 
Dy Pealetan st with the Possibility of advancing to become Physicians; (f£) the Provision 
. ing at a facility nearby, to which teachers would come, if necessary, from a distant 
training and working schedules, on the basis of condi- 


o serve rural populations, 66 There were 
auxiliary health workers, but among the pr 


Y; and (g) flexibility in local 
ms in each commune, 
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Aen aust the overwhelming emphasis of this massive programme for training and utilization 
of barefoot doctors" was on local decision-making and local self-reliance within each of 
China's 50 000 communes, the general policy behind it was promulgated throughout this huge 
country from the central Ministry of Health in Beijing, by the communication channels of the 
controlling political party. 8 The basic policy decision to carry out this vast training 
programme was made in the late 1960s, when the national political leadership recognized that 
all the governmental health activities since China's liberation in 1949, had not succeeded in 
achieving coverage of the rural population with even elementary preventive and curative 
services. At the rate that China's medical schools could produce physicians, it would be 
centuries before the rural population would be served. With the remarkable motivation and 
political commitment characterizing China at this time, the training and employment of 
barefoot doctors proceeded so rapidly that Ry 1978 it was estimated that some 1 800 000 of 
these health auxiliaries had been trained. © (Since China's population of about 900 000 
000 is said to be 80% rural, this would mean that, for 720 000 000 rural people, barefoot 


doctors were available in the communes at a ratio of 1:400 - although there were, of course, 
great variations between provinces.) 


WHO recognized the ampgEr ence of this achievement by organizing study tours of health 
leaders of many nations. ©?» /0 The report emanating from one of the study tours provided 
detailed information not only on the functions and training of barefoot doctors, but on the 
whole system of health service organization in China. In conclusion, the members of the 
study tour stated how they were: 


"impressed by the outstanding achievements of the Chinese health services in extending 
coverage to, and dramatically improving the health status of, all its people. This 
objective has been attained in a surprisingly short period of time, and the achievements 
are all the more spectacular, considering the unacceptable health conditions prevailing 
before Liberation. The Study Tour also considers that the country has developed unique 
solutions to solve its health problems and (solutions) which are completely suited to its 
conditions and environment". 


In a word, the objective of total population coverage with at least basic preventive and 
therapeutic health services - formulated after 1978 as primary health care (with a much 
broader meaning) - became in Period IV a health manpower objective of the highest priority. 
More than this, it became a central policy of the World Health Organization as a whole. In 
1977, resolution WHA30.43 even formulated this objective with a target date (later reinforced 
at the Alma-Ata Conference) in these words: 


"The main social target of governments and WHO in the coming decades should be the 
attainment by all citizens of the world by the year 2000 of a level of health that will 
permit them to lead a socially and economically productive life." 


In developing countries, the implementation of this policy_objective as being principally 
though, of course, not exclusively pursued through the development of training programmes for 


auxiliary health personnel who would be assigned, under appropriate supervision, mainly to 


rural posts. By 1977, the number of countries reporting such medical assistants working in 
their health systems had risen from 38 at the end of Period. Lil, tO -2/ (ob) Usen? developed 
countries. In this total of 66 countries, 33, or 50% had 1.0 or more medical assistants per 


10 000 population, although the other 50% had fewer than this modest ratio. 


It was possible for the Sixth Report on the World Health Situation, 1973-1977 to state 
(in contrast to previous such reports) that "a more rapid growth in the number of middle- and 
lower-level personnel than in the number of higher-level personnel can be noted in many 
developing countries". The training programmes for these health workers demonstrated an 
enormous variety of approaches and terminology. Common denominators of nearly all these 
programmes, however, were: the relative shortness of their training Gn comparison with 
"conventional" health professionals) ; the selection of students mainly from the rural 
communities in which they were expected to work; the usual location of training schools in 
or near the rural regions to be served; the use in teaching of indigenous languages (rather 


than foreign tongues of previous colonial powers); the general emphasis on maximum partici- 
pation of local communities both in the training and in the utilization of auxiliary health 
personnel; and the efforts exerted to use them as members of health teams, of logically 
built-up health services in which two-way communication in forms of supervision and referral 


possibilities are constantly assured. 
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Chapter VIII 


EFFICIENCY OBJECTIVE : AVOID WASTE IN TRAINING 
AND PERFORMANCE 


Not all objectives of health manpower policy are as explicit as the ones discussed in the 
previous chapter on attaining population coverage; some are implicit, lying behind goals 


expressed in other ways. Such a policy objective has been that of efficiency in the 
training and performance of health personnel. 


Background reasons 


The issues underlying various strategies for improving efficiency in health manpower 
field are largely economic. That is, the cost of training and using a stated type of health 
personnel may be unnecessarily high; or the cost of providing a stated type of health 
service may be excessive because the service is furnished by personnel more expensive than 
necessary or because it uses patterns of work which are wasteful. In other words, a goal of 
efficiency in health manpower implies that the cost of providing a given service (e.g., an 
immunization or dressing a minor wound) should be no higher than is necessary or reasonable 
for its proper performance. Hence, if a briefly trained and modestly salaried health worker 
can give an immunization perfectly well, it is wasteful and inefficient to have a lengthily 
trained and highly paid health professional do zt. The use of less expensive health worker 
may, indeed, require supervision and various other conditions for assuring that the work is 
properly done, and the costs of these factors must be recognized. Nevertheless, taking 
everything into account, the most efficient policy is that which achieves the desired output 
(such as a health service of proper guality) for the lowest overall cost or input. 


Unlike the policy objectives discussed in previous chapters, the attainment of greater 
efficiency, as such, has not been very clearly articulated in WHO discussions and delibe- 
rations. It has, nevertheless, been definitely implicit in decisions made on health 
manpower programmes. The non-articulation of an objective of efficiency or avoidance of 
waste may have been because the rationale for such a goal has been too obvious to state; the 
reasons may have been taken for granted. 


The manifest poverty of developing nations has obviously meant that they have no money OF 
resources to waste. Every unit of wealth available - in manpower or in any other asset — 
must be used in the most prudent way possible. Quite aside from the many influences on the 
distribution of resources, whether equitable or not, the total quantity of resources in 
developing countries has been so seriously below the needs that every way has had to be 


sought to make maximum use of the resources available.! 


Even in the most affluent developed countries, there have been many reasons for govern- 
ments and community leaders to search for maximum efficiency in the use of health personnel 
da weil ’as', in® their training. With increasing capabilities of medical science, rising 
demands for medical care, the reduction of constraints on demand by programmes of social 
insurance, and other factors, national expenditures for health services have increased 
sharply in most of these countries. Thus, the problem of rising health care costs has 
generated a continual striving for greater efficiency, and greater prudence in the spending 


of health money. 


in 1. types “bE Country , “Moreover ’s there are special attributes of health care systems 
(in contrast to several other sectors) that often lead to waste, and hence generate a search 
for greater efficiency. One such attribute is the predominant role of the health care 
provider — particularly the modern physician — rather than of the patient in making decisions 


on the health services to be rendered. These services, especially in hospitals, can be 
extremely costly, even though their benefits may be slight. Another attribute 1S the 
worldwide tendency for mounting expectations from medical science — associated strongly with 

e general demands for health care. Increasing 


higher educational levels - which enhance th 
due to these various factors provoke a constant search 


g all health care resources, including manpower. 


dit for more efficient 
expenditures 


methods of usin 
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in their dynamic interaction with the Organi 


; i jective of which ha 
zation, have developed over the years several strategies, he Sliients ee beeen pee 
been “A achieve greater efficiency in the use, and production, 0 eeinc aftacbitaaee 
must appreciate, of course, that this objective is not the same as 


ectivenes 

(which would pertain, in a sense, to the goal of all health ENE: ee eee 
th ttainment of desired or good results, regardless of cost. Eft ; 

roma ot ivity may have hig 


the relationship of results or outputs to their cost or input. An — 
effectiveness and low efficiency, if it is much more expensive than it nee . 


For all these reasons, WHO Member States, 


Thus, one can identify at least four major strategies in WHO health manpower pol ier is 
imply - even if not so formulated - an objective of efficiency. To minimize reners Aw 
will analyse the development of each of these strategies separately. They involve: : 
use of health auxiliaries; (b) the functioning of personnel in health teams; (c) streng 
thened training in health programme management, and (d) the training of teachers of healtt 


personnel. 


Use of health auxiliaries 


In Chapter VII on the objective of population coverage, we have observed the central roles 
played by promotion of the training and use of various types of auxiliary health worker. 
This account need not be repeated here except to point out that the reasons for using healtt 
auxiliaries were long recognized to involve efficiency as well as coverage. As early as 
1951, im the first Technical Discussions at a World Health Assembly (which were devoted tc 
the education and training of medical and public health personnel) much attention was giver 
to the training and use of auxiliaries. The formulations, in fact, made no reference tc 
population coverage as a reason for training health auxiliaries, but only to their functional 
value in assisting fully qualified professional workers in the fields of medicine, nursing, 
midwifery, sanitary engineering, dentistry, and so on. In each of these disciplines, 
auxiliaries would perform some of the functions of the professional person. With respect to 
“assistants to registered doctors", it was stated, for example, that they: 

".++ should be considered to be of the nature of temporary expedients. They should be 
replaced as soon as there are enough qualified professional persons to meet all needs".4 


The implication was clearly that the use of auxiliaries would be a transient and inexpensive 
way of providing efficient or relevant health services, particularly in developing countries. 


In 1960, when an expert committee advocated expanded training of auxiliaries because of 
the wastefulness of employing "highly trained personnel in work which auxiliaries are capable 
of performing", it was basically advancing an argument. for efficiency rather than 
coverage. (This rationale would be guite as applicable in a metropolitan hospital as in an 
isolated village health station.) Similarly, in 1967, the same expert committee offered 
further efficiency-related reasons for training auxiliaries in medicine when it stated: 


w i ; , . 

Even in the more prosperous countries, with a relatively high physician/ population 
ratio, the addition of medical assistants to the health team can free physicians, and 
£m make bo i sgt medical care more widely available... In very small communities, 
where 1€ would be uneconomical to emplo ualified physicia i i 

ns 
ain eee ae yq phy » medical assistants can do 


Many diseases can be treated by health workers who h ini : 
» os ave had t 
that of fully qualified physicians", 3 SEES OE POE ae 


. The same sort of reasoning, on the use of auxiliaries to attain greater efficiency in the 
Provision of health services, has been evident in several other WHO programmes. For dental 


care, the advocacy of auxiliaries has be 
; en particularl 
committee on this subject stated: : ee ee one sabes ipca 
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raining programmes for operating dental auxiliaries were organized, with WHO cooperation, in 
everal developing countries, such as Jamaica, Papua New Guinea pénaeat and meande As 
ecently as 1977, a study in the WHO European Region aiacuedeamthe Unea@bole ahaa for more 
ental auxiliary personnel to effectively increase dental manpower to cope with the growin 
emand for dental care''” - with clear implication of the concept of efficiency: ete: 


W 
There are many aspects of dental care that do not require the continuous personal 


involvement of dentists or their ext i ; 
ensive and theref 
knowledge.""9 ; ore expensive, skills and 


In nursing, the training and use of auxiliary personnel have long been advocated and 


implemented. In 1959, the Expert Committee on Nursing discussed public health nursing, and 
soncluded that: 


" Sy ‘ 

the auxiliary worker has an important and almost certainly permanent place in public 
health nursing. The potentials and limits of auxiliary functions and the relation of 
auxiliary to professional workers are immediate and urgent problems". 


Similarly in 1969, a seminar in the Caribbean area accepted the recommendation that: 


Ww . . . , ’ 

There is a need for a second category of nurse, classified as nursing assistant, 4a 
member of the nursing team within the health services working under the supervision: of 
the registered professional nurse or leader of the health team".11 


In health programmes for the control of malaria, for the improvement of environmental 
sanitation, for the promotion of sound nutrition, for virtually every public health purpose, 
the value of briefly trained auxiliaries has essentially been accepted. The WHO Expert 
Committee on Leprosy, in 1966, for instance, devoted part of its report to the training of 
auxiliary personnel. 


Thus, the value of auxiliary personnel in various types of health programmes was long 
appreciated. Auxiliaries were trained and utilized for reasons of economy and efficiency in 
countries at all stages of development. When the issue of population coverage with health 
services became more prominent, as reviewed in Chapter VII, the efficiency argument did not 
disappear but was rather submerged by the emphasis on reaching total coverage or covering 


rural people with essential health care. The importance of proper supervision of health 
auxiliaries, nevertheless, has been stressed from the first days of WHO to the present 
time. Likewise, there has been mounting recognition of the value of having auxiliaries 


function along with other health personnel in coordinated teams. 


Personnel coordination through health teams 


In several of the contexts involving auxiliary personnel reviewed above, reference was 
made to health teams. A team (or a coordinated group of persons with complementary func- 
tions working towards a common end) has been repeatedly advocated because, among other 
things, it permits supervision of auxiliary personnel. But more important, teams are 
advocated because they facilitate the performance of functions by all personnel in the least 
wasteful or most efficient manner. The team concept is clearly related to an objective of 
efficiency in the functioning or management of personnel; teamwork is reasonable whe ther 
health services are being rendered in a rural or urban area or whether one is considering the 


most developed or the least developed country. 

The importance of a team setting for the work of nurses, midwives, riper and 
others was articulated in a World Health Assembly as early as 1950. The Expert 
Committee on Professional and Technical Education of Medical and Auxiliary Personnel in 1955 
dealt specifically with the training and use of auxiliary health workers. A major emphasis 
<n the report of this meeting was on the necessity of supervision of auxiliaries by pro- 
fessional workers. At the same time, the report states: 


inning of a programme everyone (administrators, fully 
the general 


of the team 


"Tt is important that from the beg 
gualified professional officers, and auxiliaries themselves, as well as 


population) should understand that the auxiliary is an essential part 
providing health services’. 
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ittee was specifically on medical assis: 
for decisions on the diagnosis an 
implied in the 
therefore, the 


the focus of this expert comm 


tants, who were trained to assume hy wae pines tar i Oe taes 
i early a w inc tio 
tment of patients. This was c SCOPS. 43h 
Aa Pp Baad apes: of the role of health auxiliaries; sign V, 
. 


i - stating: 
committee advocated such a role only in an organized health service 


Twelve years later, 


ici can be delegated to medical 
“4 number of simple functions usually performed by physicians Pets 


: ; ~ be 
assistants, within an organized health service providing for supe 


tions, had 

Teams of health personnel, with varying and complementary aps Han ee a ; 
of course, been giving services in both developed and developing conan RAE ict gat ok 
In the USSR, teams of physicians, nurses, feldshers and other 4 wy ae ne ek tee 
providing services in Ton cote are yest piles are oe i Ree Eee 

i - since the 1920s. n Kalutara, nka, 
pttien fi a health team of personnel was established in 1926, FURR EDL Og a nota? for me 
subsequent provision of a range of preventively oriented services in that ee y- bit 
India, both the Bhore Report in 1947 and the Mudaliar Report in 1962 outline ne 1 98 “of 
for primary health centres to be staffed by teams with several types of hea - P 
sonnel. 18 In many countries of Africa, teams of medical assistants, nurses, midwives, 
assistant health visitors, and assistant health inspectors have been organized to staff 
health centres since the 1960s. 19 Even in private medical practice in the Ynited States 
of America, group medical clinics have demonstrated teamwork for many decades, and neigh- 
bourhood health centres" have been staffed with teams to serve urban slum populations since 
the early 1960s. 29 


The idea of coordinated health teams was certainly not new in the world, even at the time 
of WHO's birth. Among WHO-related projects, the team approach for both the training and use 
of health workers had been applied in the Public Health College at Gondar, Ethiopia since 
1954. At Yaoundé, United Republic of Cameroon, the University Centre for Health Sciences 
(UCHS) was established in 1969 - with the specific objective of training health teams. As 
explained in a report on this impressive school: 


"Teaching programmes are aimed at training a wide range of health personnel at all 
levels. Unlike a traditional faculty of medicine, UCHS is training future medical 
practitioners (physicians), nurses and various categories of technicians - all these in 
the context of health teams. Students with different basic academic qualifications 
pursue courses organized for different types of health personnel, with certain common (or 
core) courses shared by all students. The emphasis is, however, not on sharing of 
courses or lectures in the same classroom but rather on participation by all students in 
practical team training exercises in the field."21 


In official WHO policy, however, it was not until the Sixth General Programme of Work, 
(GPW6), for 1978-1983, adopted in 1976, that the goal of “efficient use of health personnel" 
was explicitly spelled out, along with "the promotion of collaborative teamwork by different 
types of health personnel of different educational levels", 22 Accordingly, from 1976 
onwards, WHO discussions of health manpower development to. provide total populations with 
primary health care put major stress on functional, integrated teams.2 Such teams would 


level of the rural health centre and the local or village dispensary. In 1977, a meeting of 
regional experts on health manpower development in the WHO African Region formulated its goal 


in terms of "planning, establishing and organizing the work of health teams"24 Lae 
recommended that: ; 


" 
The number and category of the staff to be included in the health team should be decided 


on the basis of tasks to be performed, taking i i 
' 8 into consideration demographic 
Seographical and other related factors."24 whi ‘ie Seeaee 


In 1976, the Division of Health Manpower Development gs 
the concept of health teams, their significance in different parts of total health syste 
and their educational preparation. It was pointed out that "in order to wptintte che 
leraher ak wh Sa workers who will subsequent ly form a health team", it is essential to 
ae Bs eee in the group or team setting. 5 The premise of this argument is that 
seaearabical el who are, to some extent, trained together will later be better able to work 

peratively together. In several countries, such integrated training has been found to be 


ery effective with respect to several types of health personnel. 26 There is surely 


jounting agreement throughout the world about the benefits of teamwork in the functioning or 
itilization of health personnel, and coordinated training can help to prepare them for such 
ooperative work, If only because of the steadily increasing specialization of the health 
sciences, efficient use of health manpower - use which avoids wasteful performance of tasks 


y persons overtrained or undertrained for those tasks - requires their coordination in 
Functional teams as much as possible. 


Coordination of health personnel in teams cannot be achieved automatically, just by 
>ringing differently trained health workers together. Effective teamwork requires common 
understanding of the role of each team member and skilful leadership. If one extends the 
soncept of teamwork beyond the level of a small group of personnel, rendering direct personal 
nealth care, to a community or even a nation, with a vast array of skilled health workers 
performing scores or even hundreds of different functions, then still another requirement for 


efficiency is identified. This is a requirement for effective management of health 
personnel. 


Management of health personnel and health programmes 


As more has been learned about complex organizations and how they work, recognition has 
increased of the importance of effective management of health personnel. Management of the 
health services or of total health systems is, of course, a much larger subject, of which 
health personnel management is only a part. In the context of an objective of efficiency 
health manpower, we are concerned initially with the management of health personnel. Then, 
the perspective broadens to include management of health services. 


In the early years of WHO, one cannot identify the formulation of any policies focused 
specifically on the prudent management of health manpower. Perhaps the closest that any 
activity in education and training came to addressing this issue was concern for postgraduate 
training in schools of public health. The purpose of such schools is, of course, broader 
than training in personnel management, but this may be regarded as one basic component of the 
discipline of public health administration or, more generally health administration. In the 
World Health Assemblies during Period 11(1952-1961), a need for expansion of schools of 
public health was identified as the seventh-ranking problem —- although it declined to 
sixteenth in rank during Period III (1962-1972), and disappeared after this. 


In 1961, the Expert Committee on Professional and Technical Education of Medical and 
Auxiliary Personnel focused its attention on schools of public health. Among many recommen- 
dations, it stated in the tenth report that the curriculum of these schools should be 
constructed around five major subjects, of which the first was "public health administra- 
tion: principles and practice".2 Periodic conferences of schools of public health in 
Latin American countries, designed to promote an exchange of ideas on various aspects in the 
field, were started in 195928 and have been held periodically since then. 


Travelling seminars (composed of deans of North American schools of public health) were 
made to postgraduate schools of public health in Europe, the Eastern Mediterranean Region, 
and Latin America in 1963, 1965, and 1967. In 1964, a symposium on European schools of 
public health was held in France, and in 1967 a similar meeting, concerned with schools in 
Asia and the Eastern Mediterranean and Western Pacific Regions, was held in the 
Phili ines.2? A comprehensive study was made of schools of public health in Europe in 
3069.20 These activities were all designed to strengthen this type of postgraduate 
instruction which includes, inter alia, training in the management of health personnel. 


Perhaps more specifically oriented to personnel management is training in hospital 
administration, in so far as the proper operation of hospitals is heavily dependent on i 
effective management of personnel. An expert committee was devoted to a discussion oe 
instruction in this subject in 1968.31 Two levels of training were, in fact, rere 
mended: (a) short courses for personnel concerned with special aspects of internal pie aa 
management, and (b) longer courses for high-level hospital administrators concerned mainly 


with the relationships of hospitals to total health systems. 


In the 1970s, discussions in WHO of postgraduate training in public health became more 
sharply focused on the "management" objective within such training. In the World Health 
Assemblies of Period IIL (1962-1972), the need for proper management of health personnel was 
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- it was sixteenth ir 
the fourteenth-ranking problem identified, and in Period IV prec ated eneabaee aaa 
rank An expert committee report on postgraduate education vee 
published in 1973, begins its concluding section with these words: 


eet hee of material and 
"The expansion of health services, and their increasing fects ee tenes 
human resources (i.e. health manpower), requires personne “7 tne sei psiad Veeaiat vee 
health needs, determine priorities, propose © possible soluti en bend: a 
resulting decisions by planning and administering health programm 


i i itional health 
such functions it will be necessary to train not only personnel in the Pier ee a 
professions but also specialists in such fields as information science, 


social planning and management.''32 


Among the subjects that this committee proposed for future discussions, the first was 


“public health training as related to manpower needs and development, with special ee 
to the less developed countries". In 1965, WHO also iscugd the first World Directory o 
Schools of Public Health; a second edition followed in 1972. 


In 1973, an important study was published by WHO, entitled Health Practice Research and 
Formalized Managerial Methods. In this publication the perspective of management is much 
broader than the mere management of health manpower; its concern is the entire operation of 
health service systems. The authors state: 


"Key posts in health administration cannot be adequately filled by persons without 
special training, however gifted they may be. The efficient operation of health 
services now demands not only an extensive knowledge of medicine and the biomedical 
sciences, but also a range of managerial and research skills that in-service experience 
cannot wholly provide. For this reason, formal training of some sort in management 
science ... is now recognized as a necessary part of the education of senior health 
personnel in all countries".3 


This broader conception of training in the management of health programmes is reflected 
in various official documents of WHO in the later 1970s. Thus, in the important statement 


Health Assembly in 1976 there is a full discussion of health manpower Systems which include 
the health manpower development process of planning, production, and management. 3) It is 
especially noteworthy that under the heading of "management (administration) of health 
personnel" there is a discussion not only of "proper management of health personnel" (career 
structure, moral and financial recognition, etc.) but also of: 


"development of learning o ortunities for top and middle level health planners and 
managers, using existing facilities such as schools of public health, which should be 
encouraged to strengthen health planning and management and health practice research in 


astra | ala +++ and adapting them to present and foreseeable future national health 
needs", 


This conception of the relationship of health manpower management to the improvement of 


health services is expressed also in the 1976 World Health Assembly resolution (WHA29.72) 
which requests the Director-General: 


manpower management policies, 
ensure the necessary chan 
manpower development ...". 


Tt is evident that these formulations of the 
pail “e efficiency in the training and use of health manpower, but also to the efficient 
- = n y health systems as a whole, The same concept is reflected in the medium-term 
programme for health manpower development that was prepared, pursuant to GPW6, in March 


1978. is i 
eae WO wine important document states, with respect to manpower planning and management 
witl collaborate with countries towards the achievement of targets that include: 


idea of management relate not only to an 


" 
- er ro. 

pe so of management training Capability .., leading to an increase in the number 
ok competent health service managers, and their utilization", 37 


- 79 - 


4 a recently as October 1980, an organizational study of the WHO Executive Board was 
— to the role of WHO in training in public health and health programme management 
uding the use of country health programming. This study emphasizes the importance ae 


nanagement training for achieving the long-term goal of " 
It goes so far as to state: : : See dee cd” Fors amweoyche® year’ 2000" . 


a . . . 

The Board is of the opinion that management training is one of the essential strategies 
possible for engaging and harnessing the national energies required to orient the health 
system in the direction needed to achieve health for all by the year 2000". 38 


Thus an objective that was formulated as effective management of health personnel ~- so 


that they would function more efficiently - became widened over the years an integral part of 
effective management of total health systems. 


Training teachers to enhance student learning 


On a quite different path towards an efficiency objective, there has been another set of 


strategies in the health manpower field - involving achievement of improved methods of 
teaching health personnel. Although these strategies evolved, in time, towards an objective 
of achieving "relevance to social needs" - extending well beyond the goal of efficient 


. 


teaching - they started with a goal which was essentially one of improved medical pedagogy. 
In other words, teachers should be trained so that a given amount of their teaching effort 
would lead to a maximum amount of learning by the student. 


In the early years of WHO, the Education and Training (ET) programme was so concentrated 
on increasing the number and output of health professional schools (particularly in medicine) 
that little attention was given to attaining improved or more efficient methods of 
education. It was only towards the end of Period II, in 1960, that explicit attention began 
to be given to the training of teachers so that they could teach more effectively, and this 
was only with respect to the teaching of basic sciences in medical schools. An expert 
committee spoke that year of "the lack of adequately trained teachers in the basic medical 
sciences and particularly ... in the less developed countries". 9 The committee suggested 
that "a scheme for the training of suitable teachers might be organized on an international 
basis". 29 Even this committee's report, however, only hinted slightly at the need for 
improved methods of medical instruction. 


In Period III (1962-1972) among the problems identified at World Health Assembly inter- 
ventions (as shown in Chapter III), the need for training of teachers and the need for 
regional training centres became specifically identified, although not at the highest level 
of priority (13th and 23rd in rank, respectively). In 1969, the ET Division prepared an 
important plan for a comprehensive WHO training programme for teachers of health personnel 
which, inter alia, called for training teachers in specific subjects and also in medical 


pedagogy .U Earlier teacher-training programmes had actually been organized in the Region 
of the Americas; they stressed the human relations between student and teacher. In 1965, 


this WHO Region even published a book on medical pedagogy for Latin American teachers. 
The first regional teacher training course was held in the South-East Asia Region 1n 1969. 


Towards the end of Period III, during the years 1969-1972, rapid progress was made by WHO 
in advancing the training of teachers, primarily in medical schools, on sound or efficient 
methods of education. As stated in an article in the WHO Chronicle in 1970: 


"Teachers in the medical sciences are rarely given the opportunity of studying educa- 
tional methods and are generally appointed on the basis of their technical knowledge and 


experience ..- An understanding of the principles of modern teaching methodology will 


help (him) to achieve a rapid improvement in (his) performance .-- During the past few 
and seminars on 


years, WHO has conducted or promoted an increasing number of courses : 2 
teaching methodology. These courses have provided much-needed instruction in ere 
tional practice to some of those involved directly in the teaching of medical an 
auxiliary staff in all six WHO regions". 
Aree ; - d 
The Director-General, reporting in 1971 on WHO activities in connection with the Secon 
United Nations Development Decade, stated: 
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training programmes have been given the highest 
on teacher training programmes, 
technical and voca- 


"In the health field, education and 


i d 
Lori c and emphasis has been place 
co ae pie : the use of modern eguipment, 


approaches in devising curricula, . 2 : tries of at 
> ath gaia pae and retraining ... and the establishment in developing 7 ccoinian 
least a minimum programme of health facilities comprising an infrastructu 


institutions". 


In 1972, the European Regional Office organized a seminar for pelicels AACE Fee 
countries on the pedagogical aspects of medicine. Also in 1972, “ lvl net lige 
group learning systems in medical education" was the theme of a WHO study sroun , kias ote 
Geneva. This meeting stressed "the training of teachers in educational met ods . : 
of all possible means of encouraging teachers to devote time to the preparation o earning 


material".4° 


The efficiency objective of all these initial activities in teacher-training was made 


quite explicit in the summary of a seminar held in Italy in April 1972: 


"All teachers in medical schools should receive proper training in pedagogy with the aim 

of increasing their competence in dealing with educational problems. Pedagogically 
. *. . * ' 

trained staff would increase the efficiency of a medical faculty an 


As recently as 1974, the same theme was struck in another publication: 


"The importance of educational science in improving both the efficiency and the effec- 
tiveness of educational programmes for the health profession can no longer be seriously 
questioned. Through a variety of activities the World Health Organization has attempted 
to promote the incorporation of this new discipline into the programme planning and 
implementation of efforts of health professions schools". 


It was around 1973-1974, however, that the perspective of WHO teacher-training activities 
began to broaden from efficiency in the teaching/learning process towards greater concern for 
the orientation of medical teaching to community health problems and its adaptation to local 
needs. This broader view - discussed in a later chapter on the objective of relevance - 
began to appear in the 1973 report of a study group, in which the conclusion reminds one that: 


"In order to prepare the increasing number of students for the complex health care needs 
of the growing world population, there is an urgent demand for more and better teachers 
in all the health professions ... The ultimate purpose of the WHO sequential programme 
Proposed in 1969 ... was to improve the delivery of health service". 


19 


20 


21 
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Chapter IX 


PLANNING OBJECTIVE : PREPARING FOR FUTURE REQUIREMENTS 


The systematic planning of health manpower is an essential component of general health 


lanning - which, in turn, must be recognized as a part of overall socioeconomic planning. 
t has been defined in a WHO publication as: 


“e ae 4 
... organizing, in systematic fashion, the goals, objectives, priorities, and activities 
of manpower development in order to ensure that the right number of staff with the 


appropriate skills are provided at the right time to meet the requirements of the work to 
be done . 


‘ven more specifically, health manpower planning is: 


"...the process of estimating the number of persons and the kind of knowledge, skills, 
and attitudes they need to achieve predetermined health targets and ultimately health 
status objectives.''2 


Zeasonable and obvious though such an approach to health manpower development in any country 
nay seem, it is noteworthy that nearly two decades passed following the birth of WHO before 
deliberate attention was given to national health planning in general or to health manpower 
planning in particular. 


Background factors 


By the nineteenth century, as jndustrialization developed, millions of people found 


themselves living in miserable urban slums. There were 12-16 hour working days and child 
labour; communicable diseases and malnutrition were rampant; infant mortality was high; 
and life expectancy in the working class was short. As political movements arose in Europe 


to counteract these anomalies, ameliorative social actions were taken, such as social 
security programmes, protective labour legislation, free public education, and so on. 


Beyond the compensatory social welfare measures, some countries enacted anti-monopoly 
laws to limit to some degree the abuses of free market dynamics. It was not until the 
Russian Revolution of 1917, however, that fundamental actions were taken in any country to 
move beyond social reforms and depart entirely from the free-market ideology, replacing it 
with systematic socioeconomic planning. After the October Revolution, it was some years 
before the new Union of Socialist Soviet Republics became stabilized, but in 1926 the USSR 
launched its first five-year plan, setting goals and time-tables for the development of every 


. 


sector of society, including the health services. 


In the other industrialized countries, post-war planning began to be undertaken during 
the Second World War, to help assure more equitable distribution of resources after the war 
than had been achieved under free market conditions before the war. In the health sector, 
this was demonstrated in a worldwide extension of social security for supporting medical care 
in the decade after the war ended (1945-1955). It was also shown in the organization of 
offices of general economic planning to accelerate development in many of the newly indepen- 


dent nations of Asia and Africa. 


In WHO, however, it will be recalled that shortly after the Organization's birth; the 
USSR and other socialist countries - under the conditions of the "cold war" -in the 1950s - 
withdrew from active membership. Hence the Member States that had acquired the greatest 
experience with economic and national health planning were absent from WHO for several ees 
during the time span defined in this study as Periods I and Lys Moreover, in these early 
years of independence of former colonies, concerns with basic economic development = ne af 
mention achieving political stability - were so overwhelming that little attention cou : % 
paid to planning in a field, such as health services, usually regarded ie yea renee 
economists and political leaders. These background factors may help to ein ie Sic 
absence of explicit attention in WHO in general to health planning and spect ically 


manpower planning during Periods IL and Il. 
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Health planning - Periods I and II 


48, one searches in vain fo 
Jonsti ted in 1946 and adopted in 1948, 
wth Ss pana apie gare li the 22 specific functions of the Organization spelle 


° uw 
the word "plan" or “planning . - "to stimulate and advance work to com 


’ , i lannin 
2 bite ee of ae Pea’ att necessary action to .--", and so on. 
“to promote improved standards of ... , Se elie cae aie aaa Executive Bosrd, a 


ini i dures ; et 
Even in outlining the operational proce « anabeaal 
Constitution requires the Board to submit "a general programme of erin ps pet - 
period", - which means essentially a plan. With the perspective o istory, 
> 


; ' : By es 
impression that the framers of the WHO Constitution were rather assiduously avoiding ; 
reference to plans or planning in this important document. 


It should not be surprising, then, that in Period I (1948-1951) one finds no explicit 
reference to health planning or manpower planning in any of the records of WHO governing 
bodies or in other WHO technical documents or reports. One may infer an implication ese 
planning at the fifth session of the Executive Board in 1950, where one member spoke of the 


need for regionalization, > but planning, as such, was not mentioned. 


In Period IL (1952-1961), among the interventions identifying problems at the World 


Health Assemblies, no mention was made of any need for planning. The massive problems of 
disease, malnutrition, high infant mortality, etc. were, of course, described repeatedly at 
meetings and in official documents. Nevertheless, in Period II, one may infer only _the 
faintest recognition of the concept of planning on certain occasions. In the Technical 
Discussions at the Fourth World Health Assembly in 1951, for example, reference was made to a 
need to determine the number of medical students who should become trained. In 1953, the 


Executive Board organizational study on education and training comes a bit closer to the 
concept of planning (though not using the word) by giving its judgement that the first 
objective of the ET programme should be "to determine world needs by regions and by countries 
for trained personnel in the various branches of health and medicine"... This constituted 
an approximate statement of the importance of a guantification of needs, as a basis for 
action - this being a central tenet in current concepts of health planning. 


In certain publications in the WHO Technical Reports Series during Period II, one may 
also find indirect implications of a planning objective. A policy statement on the training 
of statistical personnel in 1954, for example, indicated that the emphasis by WHO is “on the 
applied side of statistics"® - an approach which might be interpreted to mean that statis- 
tics would be expected to serve as a tool for planning. The Expert Committee on Environ- 
mental Sanitation, reporting in 1952, made a reference to planning in this sector of the 
health services when it stated: 


the highest level", / 


me Technical Discussions at the Ninth World Health Assembly, in 1956, were devoted to 
Nurses: their education and their role in health programmes". Among the conclusions was a 
statement that one of the usual functions of a chief nursing officer in a national health 
agency should be participating in planning the national health programme - making the rather 
Sweeping assumption that such planning was being undertaken.8 At the end of Period Lijie 


Study of basic nursing education, bli i LCi 
Published in 1961, made erhaps the first 
reference to planning educational programmes = in offering: : a os to ae 


“suggestions as to a method of planning, and it is intended for the use of nurses who 
find themselves in a position to influence planning for basic nursing education at local 
iain (state or Provincial), or national levels, particularly in countries vnere 
the practice of modern nursing and preparation for it are just beginning to develop". 


Only in very limited ways does one find in Periods I 
references to health planning. Where the context 


tefe indi ; 
Fences aré very indirect; where the references to planning are explicit, the context is 


‘ “hai 
subdivision of the health sector, such as environmental Sanitation or nursing. Clear-cut 


acknowledgement of a plannin i i 
8 objective in overall healt i i 
development is quite lacking prior to 1962. Gh €F ae fee te 


and II any direct or indirect 
is broad or comprehensive planning, the 
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In the opinion of some observers, this situation reflected the view 


ginnin w Ma i 
: ling, was mainly a body for “international sanitary quarantine", 
ylonial health services - past or present. 19, 11 An 


that WHO, at its 


complementing the 
interpretation of attitudes of the 
ited States of America - a major force in WHO during these years - towards international 
'd programmes in the 1950s, is given by a US scholar writing in 1957: 


“The three original aims of the Point Four Program reflected considerable U.S. activity 
in developing policies to counter Soviet power. They were: to prevent underdeveloped 
countries from falling under Communist domination and to assure their good will toward 
the U.S.; to maintain and develop these countries as sources of strategic raw 
materials; and to develop to the extent possible future markets for U.S. commerce. In 
addition, humanitarian aspects were included among the considerations behind the Point 
Four Program’. l2 


n Period LIL, considerable change was to occur in attitudes towards health planning around 
he world and in WHO. 


lational health planning - Period III 


The first specific reference to national health planning in a WHO publication was an 
xxpert committee report that appeared in 1967. 3 In World Health Assemblies, the first 
specific reference to health manpower planning was made in a resolution in 1969, related to 
-he Second United Nations Development Decade (WHA22.55), which stated that global priorities 
in health should include: 


“the planning, organization and operation of systems and institutions through which the 
health service personnel can provide to populations they serve every form of care .-- 
particularly _.. for the largest possible segment of the population in developing 
countries". 14 


In 1969 also, the Expert Committee on Maternal and Child Health stated in -its conclusions: 


"Planning is mecessary to develop, organize, and distribute services to cover the 
population. This calls for careful assessment of the local problems and of the 
approaches and resources at hand. Advisory bodies to coordinate the interests of all 
groups concerned with mothers and children are also desirable". 


With respect to perception of problems on the planning of health manpower, as reflected 
in interventions at the World Health Assemblies, these did not appear until the later years 


of Period III. Hence, as indicated in Chapter III, the need for health manpower planning 
was identified, but counting all eleven World Health Assemblies in this period, it ranked low 
- 22nd out of 23 significant problems. There were, in -fact, two aspects of planning as 


related to health manpower: (a) the planning of health personnel of all types, and (b) the 
training of skilled health planning personnel. 


The first aspect - that 1s, planning for health manpower as a whole - was identified in 


the conclusions of the Technical Discussions at the Twenty-third World Health Assembly in 
1970. Among the conclusions of these Technical Discussions, one was the need for: 


"health manpower planning --- based on an analysis of health problems as well as the 
: d j ‘ 
functions required for the achievement of desired and feasible objectives - 


Also in 1970, at the forty-seventh meeting of the Executive Board, the first attempt to 
define general principles of health manpower development (inc Luding planning) was made by the 
member designated by the USSR. He listed these principles as: 


= the training of national health personnel should be a part of the development plan 


of each country, . 
7 training should be geared to the country § needs, 
= training should be community oriented, . E 
r rational use should be made of the personnel available. 
s Executive Board discussion on the training of auxilraries, 


, added at thi 
Further points were on of personnel, etc. 


coordination between training and utilizati 
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ar 7 
" ly that of the Craining of health planni 
The econd more restricted aspect name ‘ 
per ba - ol the special focus of an expert committee oe eee noe Sei was als 
cab tighed in 1970 This meeting reviewed several travelling seminars ha had been con 
> 


- nd concluded tha 
ducted on health planning in different regions during the years aver ree ane tpet planners. 
more work was necessary to reach clear decisions on the best way 


The committee concluded: 


’ eloped i 
"A full-scale apparatus for the training of health planners has been develop 


1 1 i 1 ion is th 

relatively few countries... Thus, one of the imperatives in nt ca Soy seataall 
lati i to develop a systematic an 
negotiation of a coherent plan of action eve ‘ oe 
Se iets ... Further, in most countries training in health faerie tibet 
ini L ively centralized basis, in view 
administered for some time on a relative t% ens an 
i ignificant cadre of planners an eac 

of several developed nations that a signi | 
built-up before training responsibilities can be decentralized throughout the country t 


good effect."! 


By 1971, recognition of the great importance of national health planning, and of Nea 
manpower planning in particular (including the formal training of health planners), na¢ 
reached a high pitch in WHO. The World Health Assembly that year adopted a sweepini 
resolution (WHA24.59) on the training of national health personnel with at least eight major 
recommendations, the first of which stressed the importance: 


"firstly, of current and long-term planning of the training of national health personne! 
im accordance with each country's objective needs and existing social and economic 
resources". 


Also in 1971, WHO published the comprehensive findings and recommendations of a Scientific 
Group on the Development of Studies in Health Manpower, the main focus of which was on the 
crucial importance of health manpower planning. In its first conclusion the Scientific 
Group expressed: 


"considerable concern at the fact that the importance of health manpower planning is not 
widely understood. In particular, the potential benefits from the new techniques of 
study have not been fully appreciated. This has resulted in a probably widespread 
under-utilization of skills in the developed countries and unnecessary deficiencies 


elsewhere, in a frequent discrepancy between real needs for health manpower skills and 
the content of training programmes ..."', 20 


By the end of Period III, the stage was well set for manpower planning to become an 
objective of very high Priority in WHO's health manpower development programme. In previous 
years, under the umbrella of other concerns - such as population coverage, efficiency, or 
even the quantity objective - the planning of health manpower had been an implicit objec- 
tive. But now it was an explicit and prominent part of WHO's policy - recognized, further- 
more, as a major component in the task of planning total national health Systems, within the 
framework of overall national Socioeconomic development. It is surely no accident that it 
was in 1971 = after nearly 50 years of health planning experience in the USSR - that WHO 


published its first comprehensive account on Principles of health planning in the uUssr.2! 
Health manpower planning - Period IV 


The prominent place that national health planning, 
Particular, had come to occupy in the and policies of WHO 
the perceptions of Member States. Among the 
Assemblies of Period IV (1973-1980), 
in the number of interventions. 


and health manpower planning in 
was not necessarily reflected in 
problems identified at the World Health 
the need for health manpower planning ranked only 15th 


Member States apparently did not re 
with its strong emphasis on guantified assessment of needs 
resources to be produced. Because of this, 
appears that in Period IV the content of 
dened. Certain planning activities, of 
American Conference on Heal 
conference was 


course, continued ag before, such as the Pan 
th Manpower Planning held in 1974, Major emphasis in that 


put on the training of planners and other personnel connected with planning 
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d on research concerning planning methodologies. These were significant h 

e Pan American Health Organization had, from the early 1960s, made a ton srg oa 
Bening, pealth planners by the PAHO-CENDES method, as it aatealied bedi eee ae 
‘sults. The method called for careful quantification of each countr IE Neha 
oblems according to their magnitude, importance, and vulnerability; eecabatineamntata 
tions were to be prepared by health planners for decision by a adalaveteanas Although ae 
900 persons were trained in this method, it was never successfully applied in any country of 
1e Americas or elsewhere. The statistical information required for the analyses of eeagie 
irdens was seldom available; even when various options were posed to policymakers final 
s>cisions were usually made on wholly different grounds. 


As a result of experiences of this type, in 1976 WHO staff with major responsibilities 
or health manpower planning were led to conclude: 


“What are the lessons to be learned from experience with manpower planning? Such 
planning is now more concerned with the actual decision-making process and implementation 
of decisions than with the manipulation of numbers in forecasting demand and supply ...- 
Planning efforts are unlikely to be effective if due account is not taken of the social, 
economic, and - most important - the political milieu in which they take place". 24 


n a word, the health manpower planning process came to be recognized in WHO, as it was in 
countries, as being more political and social than mathematical. It was realized that 
uantitative analyses had their value, but that the ultimate decisions on implementation were 
yeing made by national leaders who had to take into account problems and capabilities in the 
mole of society and political interests and considerations - not solely in the health sector 
yr in health manpower. Similar insights affected the overall operation of WHO during Period 
(V, when the organizational unit on national health planning was eliminated, and replaced by 
» unit with much more broadly conceived functions and strategies; it was called “Country 
jealth Programming". 


These insights may explain why in the Sixth General Programme of Work (GPW6, 1978- 1983), 
prepared in 1976, the section on health manpower development makes ample reference to 
planning as being an integral part of the total health manpower development process. The 
first detailed objective under health manpower development in GPW6 is: 


"To promote the planning for and training of the various types of health personnel 
composing ‘health teams', with the proper knowledge, skills and attitudes for the 
execution of national health plans and programmes, including personnel with appropriate 
levels of skills for the provision of primary health care, as well as environmental 


health personnel". 2 


Similarly in the WHO Medium-Term Programme for Health Manpower Development - submitted to and 
approved by the Thirty-first World Health Assembly in 1978, health manpower planning appears 
in a subdivision of one of three programme areas. The planning objective is presented as 
one among five targets under Programme Area A, with the words: 


"Development of health manpower planning capability, as evidenced by an increased number 
of countries developing soundly based national health planning, including the prediction 


of manpower requirements". 


e of the main objectives of the 


Thus in Period IV, health manpower planning did remain on 
broadly defined health manpower 


HMD programme and was recognized as one component of a more 
development process. This was already evident in the document issued preparatory to the 


1976 deliberations of the Twenty-ninth World Health Assembly, which promulgated GPW6. In 
this important document (A29/15), the health manpower development process 1S analysed as 


consisting of: 


"(a) health manpower planning coe : 
(b) manpower resources development (health manpower “production , education an 


training), and a . me 
(c) health manpower management (administration). 
to overall health planning is 


- ; lannin 
Furthermore; Ene gelattenelstP eee é ; (WHA29.72) which requested the 


stressed in the 1976 World Health Assembly resolution 


Director-General to; 
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“collaborate with Member States in strengthening health manpower planning as os © tesco 
part of overall health planning in the context of their socioeconomic conditions" 


In 1978, WHO published a comprehensive monograph entitled H Health Manpower Planning, whic 
had been in gestation for several years. In the summary of the chapter giving a 


overview, the broadened objective into which health manpower planning had evolved is wel 
stated as follows: 


“Health manpower planning is a process whereby health manpower development goals 
objectives, priorities, and activities are established systematically in order to ensur 
that current and future health manpower resources meet adequately the requirements fo 
delivering health services to a population. It consists not merely in projecting th 
numbers of personnel required but also in planning to provide peSperty designed healtl 
services with the quality and quantity of the personnel they need". 


10 


16 


17 
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Chapter X 


RELEVANCE OBJECTIVE : TRAINING APPROPRIATE 
TO LOCAL HEALTH NEEDS 


Most of the objectives of the health manpower development programmes discussed in 
-evious chapters have implied also an objective of relevance — that is, that personnel 
1ould be trained in numbers, types, and manners appropriate to the varying needs of each 
yuntry. As experience with conventional concepts of education and training has accumu- 
ated, however, the crucial importance of designing educational programmes relevant to the 
articular conditions of each country has become increasingly appreciated - so much so that 
slevance has taken shape as a definable objective in itself. 


eaning and background of educational relevance 


From the first years of WHO, there were some representatives of Member States who recog- 
ized the importance of having health personnel receive an education that was relevant to the 
roblems and conditions of their own countries - even though the issue may not have been 
xpressed in this way. At the Second World Health Assembly, a delegate of India spoke of 
he importance of strengthening the educational institutions within each country, so that the 
bulk of national health staff may receive proper training in their own environment and under 
heir peculiar local conditions". At the Third World Health Assembly, an Egyptian 
lelegate remarked that “graduates returning from abroad had very little idea of local 
liseases or problems", and a spokesman from Pakistan stated: "it should be left to national 
tuthorities to train their own workers". 2 In the first Proposed Programme and Budget 
sstimates submitted to the World Health Assembly, in 1949, a similar idea was expressed in 
-he comment that "a physician should, in principle, receive most of his training in his 


. 


sountry, or at least in a country similar to his own". 


In subsequent years, the issue of educational irrelevance and the formulation of stra- 
tegies to achieve relevance were given more specific form. Many of these strategies have 
been discussed in previous chapters. The expanded training and use of health auxiliaries 
and the involvement of practitioners of traditional medicine, discussed in connexion with the 
objective of coverage, constituted one basic strategy that often implied a goal of rele- 
vance. The advocacy of health teams, as 4 mechanism for increasing efficiency, was 
another. The whole movement for advancing health planning was still another strategy 
closely connected with the goal of relevance; planning, in other words, was intended to 
result in meeting the current and future needs, not of some abstract realm, but of a parti- 


cular country. 


Still other activities in countries and in the work of WHO that have contributed to the 
objective of relevance can be identified. Some of these, such as strengthening training in 
preventive and social medicine, appeared early in the history of WHO, and then declined in 
importance. Other concepts, such as promoting the education of all medical and allied 
health personnel along more community-oriented (as distinguished from pathology-oriented or 
hospital-oriented) lines, arose in an amorphous form and then became more sharply defined in 


later years. 


contributing to the ultimate formulation of relevance as a 


The background factors . . 
general developments in medical science and in 


distinct policy objective included many of the al 
society already noted in other connexions. The rising proportion of developing countries 


among WHO Member States was basic. The increasing specialization of medicine and the 
proliferation of sophisticated technology in the affluent industrialized countries ~ ay 
dering their health services less and less appropriate even to their own national hea ie 
needs - accentuated the demands for relevance in WHO health manpower policy. ; The gn Pare F 
major disease-control campaigns (especially malaria eradication) and ages coe 
wave of neo-colonialism also in the health field as well as with the entire role 0 pri 


, ; ¢ 
medical practice also contributed. Finally, the large persistent problems of ees rah: 
resource deficiencies in the developing countries, combined with the problems of unde y 
dustrialized countries, led in the most recent decade 


urban slums and rural areas, even inp an 
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‘ i nt" in modern medici 
owing sense of dissatisfaction with the so-called Raia noc pe eco aed oak 
a . a bs world. All these circumstances led to a ca ee ee atten 1 
nt hg and health manpower policies within them, to become mor 
Ww > 


problems of people everywhere. 


iviti HO, to attain th 

ill ine four further programmes or sets of activities promoted “é re es 

ative ki health manpower policy more relevant to the needs of pop Apr ea dd 

=r ag “ oh reventive and social medicine in medical and other hea perce 

pet | ake N edacttion on salient or timely problems (such as mental Pees . ep 

on ieenbie e teachers of health personnel to use more appropriate pra ee err 
ee Pass designing the whole operation of medical and other health-related schoo 


out more community-oriented health personnel. 


Strengthening education in preventive and social medicine 


The earliest form of advocacy of a specific activity, to heighten the relevance ‘ wee. 
professional education to the health needs of people was to call for stronger ~ as des 
preventive and social concepts in medical education. Some comments along these memes: 
even made in the deliberations of the Interim Commission for WHO in 1946. In t e ro 
World Health Assembly, prominent public health leaders, such as Mudaliar of India, pm 
France, and Stampar of Yugoslavia, spoke on this subject. From the Fifth World 5 t 
Assembly (1952) onward, every single Assembly in Period II (1952-1961) heard some re ae 
to the subject. In the interventions at all ten of these Health sal se “a the nee o1 
teaching preventive and social medicine (PSM) was the fifth ranking problem. 


The Expert Committee on Professional and Technical Education of Medical and Auxiliary 
Personnel devoted a part of its second report in 1953 to PSM teaching in medical schools. 
An account of the report of this meeting stated: 


"The objective of teaching in preventive and social medicine is to give the student ar 
adequate scientific background to the problems of health in the individual, family, 


group, and community ... He should be encouraged to nk nbn preventive and curative 
attitudes in his medical thinking and in his practice... 


This Committee emphasized that, more important than PSM instruction in separate courses, 
these concepts should be integrated throughout clinical teaching® - an approach = still 
widely advocated today and all too seldom implemented. 


Much emphasis was given in the WHO Region for the Americas to PSM teaching, formulated 
usually as the teaching of "preventive medicine and public health". Several issues of the 
Boletin de la Oficina Sanitaria Panamericana in 1955 published articles on this subject. / 
Numerous seminars on PSM teaching were held for medical school faculty members in the 
Region. In 1957, the WHO Regional Office for Europe published a survey of the teaching 


of public health and hygiene in the medical schools throughout Europe. Similar PSM 
emphasis was promoted in the basic education of dentists, 10 


The WHO policy of encouraging the incorporation of preventive concepts 
medical courses was well illustrated by the subject of the meetin 
dealing with education and training in 1957; it 
concepts into the teaching of pathology, 
Pathologists and epidemiologists. 
during Period II in the continuing educ 


into various 
g of the expert committee 
was focused on instilling preventive 
specifically through promoting collaboration between 
Inculcating a preventive viewpoint was promoted also 
ation of general medical practitioners. 


In Period III (1962-1972) the wHo strategy of 


teaching and practice of various specialties of medicine, as well as in general practice 
continued. The issue still appeared fairly prominently in the interventions at Health 
Assemblies, ranking eighth among 23 significant problems identified during this period. In 
1963, the Expert Committee on Maternal and Child Health devoted its fourth meeting to methods 
of including PSM concepts in the training of both obstetrician-gynaecologists and paedia- 
tricians. The Expert Committee on Nutrition and Infection, reporting in 1965, made a 


plea for the relevance of this subject in the education of all h ; 
advocated that: ealth personnel, when it 


instilling preventive concepts into the 
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= interaction between malnutrition and infection should be regularly taught in schools 
° gp and public health or hygiene, in schools for nurses and auxiliary health 
workers, and in short-term and refresher courses for public health personnel. It should 


also form part of the content of health ed 
ucation for the public. WH 
such education and training activities".14 ‘ een: ee 


1 1964, once again the expert committee concerned with education and training gave its 
rtention to stressing the relevance of preventive concepts "to every specialty of medical 
ractice, and particularly to the work of the [general] medical wh dae rye In 1966 

nis expert committee spoke of the value of involving the medical faculty in health aie 
rogrammes for university students as a special way of teaching preventive medicine to 
edical undergraduates. 


By the end of Period III, however, the theme of stressing PSM concepts in the education 
f physicians and other health personnel seems to have played itself out in WHO strategies. 
n the Technical Discussions at the Twenty-third World Health Assembly in 1970, the teaching 
£ preventive and social medicine is not specified at all among the 13 conclusions summa- 
‘izing the discussions. One gets the impression that the original focus on preventive 
iedicine was broadening into an advocacy of education more generally oriented to local 
-ommunity problems. Thus the Joint Committee on Health Policy of WHO and UNICEF, in ie 
971 statement on the ET programme, lists five priorities, but PSM teaching is not among 


-hem. Likewise, in the last programme and budget statement in Period III, seven 
solicies are listed —- including community-based education and training - but not preventive 
and social medicine as such. The comprehensive Assembly resolution on the ET programme 


(WHA24.59), adopted in 1971, called for implementation of many principles, but again PSM 
teaching, as such, 1s not specified. 


In Period IV (1973-1980), among 22 significant problems identified in Health Assembly 
interventions, the need for teaching preventive and social medicine is no longer included. 


In its place is the problem defined as the need for community-oriented curricula. Con- 
ferences on PSM-related subjects were held such as the 1978 meeting in Pakistan on teaching 
statistics to medical students, 0 -— put preventive medicine instruction had evidently 


become absorbed into a broader concept of "velevance" in the overall training of all health 
personnel. 


Medical education on other salient problems 


Aside from the emphasis on PSM, WHO has identified and recommended over the years other 
subjects to strengthen medical education if physicians (and others) were to be trained more 
relevantly to the real problems in society. 


This was illustrated by the subject chosen for review in 1957 by the expert committee in 
the ET field: postgraduate instruction of public health personnel on the public health 
aspects of nuclear energy- The report of this meeting spoke of the responsibilities of 
public health officials for radiation safety in hospitals, at workplaces and elsewhere ~ 
hence, the need for special courses on these problems. Two. months later the expert 
committee dealt with the ‘astruction of undergraduate medical .students in .readiabion 


medicine. This was a period, as stated by the Director-General in opening the second 
meeting, of "increasing world-wide interest in the widening applications of atomic 
energy". 22 There was much discussion everywhere of the possible hazards to popud ations 
that might result from fallout in the atmosphere following nuclear bomb testing. (The 


nuclear testban treaty barring such test explosions above the ground was not concluded by the 
United Kingdom, the USA, and the USSR until 1963.) This whole issue was probably exagge- 
rated and might have had relatively little relevance to real problems in the deve loping 
world, but at least ‘it led to a fresh appreciation of the possible hazards of eiceaini a 
diagnostic X-ray exposure. Responding to these problems, the expert committee recone ner 
appropriate instruction of both public health officials and medicalmstudents,)OR whe 


quences and methods of control of harmful radiation. 
ct response to the ‘geuen of anadzation hazards, WHO set up 4 special 


had its first meeting in 1958. This Committee met 
Ato abeaeadth meeting, im,.1964, at discussed the 


these personnel "shou 


In an even more dire 
Expert Committee on Radiation, which 
almost annually for the next several years: 


ld be conversant with 
training of radiological staff, stressing that 
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i the reduction of dose t 
radiological protection, especially those aspects of it that concern 


1 d others nea 
as well as those that relate to the protection of the operator an 


the “petient, gave no subsequent consideration to thi 


the radiation source". 2? The ET programme 
special problem. 


i was th 
Another salient problem, on which special educational efforts prrtans hapa is! ~ othe 
broad one of mental disorder, or the promotion of mental health. | : oor" alicia 
ote ames Sot om sei oe cme pretence “1960 was devoted to thi 
i irst session in 1949. The meeting o \ 
ata teaching of psychiatry and mental health promotion. merriment x 
this discussion was the training, not of specialists in psychiatry, but 01 Where te ioe 
physicians - particularly general practitioners - who would see in gg rt aes 
patients with mental and emotional problems. Then, at its meetings in ‘ poo te * 
Expert Committee on Mental Health again discussed the educational aspects of t prs. je a 
The 1961 meeting was devoted to postgraduate education of both public health pp 
general practitioners on problems of mental illness and mental health. jes The meeting 
also discussed the education of specialists in various branches of medicine concerning the 
development of a psychosomatic approach in their work.2 


Specific problems related to mental health have also been the subject of WHO meetings or 
studies which, inter alia, have recommended training programmes. The subjects covered have 
included the prevention and treatment of dependence on alcohol ang, other drugs (the subject 
of the meeting of the Expert Committee on Mental Health in 1967 ) and human sexuality. 
Teaching health professionals about the latter subject was the focus of a research paper in 
197428 and of a special meeting in 1975. 


Another problem of worldwide importance, for which WHO recommended special education and 


training as recently as 1977, in Period IV, was the health needs of adolescents. An expert 
committee report on this subject concluded that: 


"Health personnel should be trained to collaborate more efficiently with workers from 


other sectors such as education, the social services, and industry in meeting adolescent 
health needs", 30 


The rising problems in the 1970s of drug abuse, unwanted pregnancies, and venereal diseases 
among the adolescents of many countries obviously meant that education on the health care of 
this age-group was distinctly relevant to the needs of populations of those countries. 


A striking reflection of the recognition given to the objective of relevance throughout 
the Organization in Period IV was the subject of the 1975 meeting of the Expert Committee on 
Mental Health. This meeting was devoted to the organization of mental health services in 
developing countries, Apropos of training, this report concluded: 


"In the developing countries, trained mental health professionals are very scarce indeed 
- often they number less than one per million of the population. Clearly, if basic 
population, this will 
from the primary health 
and supported by, more 

and training of both 


worker to the nurse or doctor - working in collaboration with, 
specialized personnel. This will require changes in the roles 
general health workers and mental health professionals", 31 


Thus, Promoting health personnel training that is relevant 
that became prominent in certain periods - 
or the problems of adolescence - 
health manpower development. 


to special health problems 
Tadiation hazards, mental disorders, drug abuse, 
has contributed to attaining an objective of relevance in 


Teacher training for relevant learning 


ec In the discussion of WHO training activities Oriented towards an objective of 
. Bnet finns, hg ira global and regional Programmes designed to improve methods 
personnel education were reviewed, We have seen how, starting in the early 196 


efforts were directed initially towards developing more effective 
pedagogy, and then how they evolved around 


efficiency 
of health 
Os, these 


techniques of medical 
1973-1974 towards the development of curriculum 
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ontent and teaching methods more adapted to local needs - hence, more relevant to the health 
a 


eeds of populations. In terms of the problems identified by World Health Assembly inter- 


entions in Period III, the need for traini 
Sed 6th. ’ raining of teachers ranked 13th and in Period IV it 


In 1973 the WHO Collaborating Centre for Teacher Training at the University of Illinois 
n the USA, produced a collection of papers on this subject. These papers emphasized ena 
se of educational approach (content and methods) appropriate to the changing health 


roblems, social needs, and economi i i i i 
; ic issues in society. As stated in one i 
ollection a ali gat 


"In summary , it may be said that each country should build up its own made-to-measure 
health services, staffed by national health workers who are adequately trained to meet 
the health needs of the community that they serve". 32 


Within the framework of the global, comprehensive WHO teacher training programme 33 by 
1975, eight regional teacher training centres were in operation - at least one in pune WHO 
region except Europe; also several such centres had been established at the country level 
and “had started to train teachers in their national settings and languages". 4 Few WHO 
programmes have been developed so comprehensively and so rapidly throughout the world (as 
explained more fully in Chapter VIII). Most of the important concepts in the strategy of 
training teachers for relevance in medical education were summarized in a WHO publication 
appearing in. 1978.3° 


In 1979, a 10-year review of the WHO global teacher-training programme was carried out 
that involved site visits to regional and national training centres throughout the world. A 
major technique of the centres has been to hold relatively short workshops for teachers 
(predominantly from medical schools); _ by 1978 more than 700 of these had been held, the 
great majority in the last few years. The heaviest attendance at workshops was in the 
Region of the Americas, and the overall distribution of participants from 1972 to 1978 was as 
follows: 


Region Participants 
Africa V%) 
Americas 12 454 
Eastern Mediterranean 1 289 
South-East Asia 1 500 
Western Pacific 829 
Total 16 395 


The evaluators drew several conclusions from their study, among which were 
these: 

"The most significant achievement is undoubtedly the great number of teachers, parti- 
cularly of medical schools, who have been stimulated by the programme to examine alter- 
native educational processes --- Most importantly, there is now a much greater awareness 
of not only the importance of training teachers in education but also of possibilities 
that exist to make such training more relevant, more effective and efficient". 


. 


Yet, in global perspective, the observers added: 


ain health personnel 


"There are still too many educational programmes purporting to tr : 
is no 


which are irrelevant to community» health needs, too many where the training 
focussed on adaptation to changing needs, and too many which use teaching processes which 


do not provide optimal conditions for learning". 


The ultimate test of the value of the teacher-training programme, SO eceecmaventsi none 
by WHO over the last decade, will be the kind of health service provided by the aa pias 
the schools whose teachers have been appropriately trained. Will the overall per ormanc 
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f the populatio 
these physicians (and others) be more responsive to the ean ee _ — = 
than has been that of physicians educated previously ¢ Evaluatio 


only be possible, of course, many years from now. 


Communi ty~oriented education of health personnel 


gh a pe ; ; : pa 
All the health manpower development activities reflecting oe apt “ pelaneste am 
: ld also be considered as programm 
have been reviewed in this chapter so far cou “ ee 
mmunity-ori : Beyond these, however, there have 
community-oriented health personnel ne Ree i 
1 thi i i lly intended to prepare health per 
rogrammes, within countries and in WHO, specifica ae ; 
tt the eden needs of communities. The recognition of this general issue in the first 


years of WHO has been reviewed earlier in this chapter. 


Among problems identified by the World Health Assembly interventions in Period Il) 
(1962-1972), the need for adaptation of curricula was seventh in rank; this adaptatior 
ordinarily meant making the education of health personnel appropriate to community needs. 
In Period IV (1973-1980), the more specific problems of the need for community~oriented 
curricula was tenth in rank, but along with it as ninth in rank was the need for adaptation 
of curricula. If these two types of problem were aggregated in the tabulation, they would 
rank third among the more than 20 problems identified. 


Advocacy of a community orientation in medical education had been among the recommen- 
dations of the expert committee in the ET field reporting in 1953. This report stated: 


"The medical school should assume its logical role of leadership in the community and 
should cooperate actively with all those agencies concerned with the health of the people 
by demonstrating and teaching the kind of medicine (including preventive) which deals 
with the individual's health and illness problems in the community setting". 


It is worth noting that in 1953 also a WHO conference on nursing education expressed similar 
views, emphasizing "that nursing must be related to the local and national needs and that 
this requires nurses whose education is adapted to varied national circumstances", 39 In 
1955 an Expert Committee on Midwifery Training put similar stress on the adaptation of 
educational programmes to local needs and conditions. 


In the programme and budget statement for 1973 (submitted to the World Health Assembly in 
1972), community-based education and training was one among seven policies. In GPW6, 
promulgated in 1976 (for 1978-1983), one finds Similarly that health manpower should be: 


“properly attuned to the health problems of the people and suitably trained to respond to 
health programme and service needs. Education for the health professions must take into 
account not only the local health Situation, but also the local factors that have iven 
rise to this situation, as well as general educational, social and economic fantare "seh 


Finally, in the 1978 Declaration of Alma-Ata one reads that to achieve the all-important goal 
of primary health care community-oriented personnel will obviously be required; such care: 


"relies, at local and referral levels, on health workers, including physicians, nurses 
midwives, auxiliaries and community workers as applicable, as well as traditional prac- 
titioners as needed, Suitably trained socially and technically to work as a health team 
and to respond to the expressed health needs of the community" ,42 


A specific strategy of WHO, with respect to community-oriented medical education, was to 


w ° 
feeate country Or region should have adequate medical education facilities to provide 
reseift with high-quality general practitioners to serve its needs,"'43 


In the years after the Second World War, when WHO was born 
s — . — _ *. - - _ . 
Seacieioceae can So pcomeps many countries. The post-war extension of social insurance for 
e proliferation of hospitals led to vast ine i i 
; j reases in the medical and 
surgical specialties, The result in several of the more developed countries was a decline 


there was a great expansion of 
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both relative and absolute) in the availability of general physicians for 


gainst this background, a call for strengthening general medical practice 
eee and continuing education, became part of ' 
olicy. 


primary care. 


in both under- 
the movement for relevance in manpower 


In 1963, the meeting of the ET expert committee was devoted to the training of th 
yhysician for family practice. The term "family practice" was essentially i te as 
yeneral practice, connoting service to patients in the community and outside a hospital 
fhe committee recommended that all medical students should "receive some of their ‘eesnitha in 
rhe setting of family practice". +4 In 1961, the European Region of WHO held a large 
conference on the preparation of the physician for general practice, which called for many 
changes in undergraduate medical education; the papers presented at this meeting were 
published in 1963.49 Ten years later, in 1971, another European conference was held on 
the role of the primary physician in health services; a report of this meeting concluded: 


"The complexities of modern medical care systems and of the present-day social environ- 
ment increase rather than diminish the need for a personal physician to treat, rehabili- 
tate, and care for the patient. This means that the primary practitioner of the future 
must be, first and foremost, a good physician skilled in the diagnosis and treatment of 
the common disease conditions of his community." 


This advocacy of strengthened training in general or family medical practice was heard 
mainly in the highly developed countries. In the less developed ones, there were relatively 
few physicians formally trained and accredited in specialties anyway, so that general prac 
titioners, as such, were not usually perceived to be lacking any more than physicians as a 
whole. The goal of relevant education for health personnel in developing countries was 
defined along broader lines. In 1963, when the European Region was discussing the streng™ 
thening of general practice, the WHO Executive Board submitted its report on the organiza 
tional study on medical education and training to meet priority needs of the newly indepen- 
dent and emerging countries. This study concluded: 


"In addition to professional personnel in medical and paramedical categories, there are 
required trained auxiliary personnel in large numbers and in appropriate numerical 
relation to the professionals who will teach, lead and later supervise them ... These 
auxiliaries have a place of their own in the health team, are especially trained for ut, 


and should not be the product of a lower standard of training in the various professions 
to which they belong".4/ 


Thus, although this study set out to examine medical education and training in the deve loping 
countries, its final major emphasis was put on training auxiliary health personnel. 


In the Eastern Mediterranean Region, a Conference on Medical Education was held an? 2071s, 
focusing on the needs in developing countries. Giving an overview of medical curricula in 
these countries, the opening speaker put the issue bluntly: = 


"In the developing countries, where traditional methods of medical teaching have simply 
been copied regardless of local circumstances, the results - understandably - have been 
catastrophic’. 


To make medical education in developing countries more relevant to the needs, it was proposed 
at that meeting that (1) the largest possible number of physicians be trained at the lowest 
possible cost; (2) graduates be motivated to practise as general physicians working with 
paramedical personnel in rural areas; (3) standards be maintained through continuing educa- 
tion; and (4) specialization be provided within undergraduate training, but only in family 
medicine, paediatrics, general surgery, and general medicine. 


In 1967, the Director-General of WHO spoke of the urgent need for a more relevant type of 
medical education in the developing countries. He said: 


hools in developed countries is a mistake. New curricula and new 

methods of training are needed in the developing countries, designed for Lam 

needs We must define what the doctors are going to ee what the ee ae ae irae 
1% i do, and they should be traine o ta ; 

members of the health team are go1ng to » “anid 

appropriate supervision, much more responsibility than 1s usual in the highly developed 


"copying the medical sc 


countries’ - 
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to present and fore 
“Education in medical schools, I suggest, has to peepee See tescicnat interests .. 
seeable future community health needs, rather than satistly .. a a whole’ i Gee 
For this type of education it is necessary that the panne a cnaicen iin shee 
learning and that the hospital be considered as a place w 


disease process can be studied."'29 


‘9 expressec 
The same emphasis on relevance in health manpower training SEASC ANNA AAP ROEs Sa 
in the 1976 World Health Assembly resolution (WHA29.72), which requeste 


i ifyi i alth manpower 
"to study the extent of action taken by governments in senate Ei mal 
training programmes and to assist the Member States in restru nae 
all the members of the health team, especially for physicians ne bo A Pest > 
postgraduate levels, to make them more relevant to the needs of their so ‘ 


The issue of achieving relevant education through community-oriented fares il poets 
sional training has been prominent also in nursing. In 1974, for example, P 


committee urged that: 


"Decisions should be taken to initiate and further develop community health nursing 
services that are responsive to the needs of the community ... Nursing educational 
Programmes should be developed that make community health the central objective of basic 
and continuing preparation". 


In 1977, the Council of International Organizations of Medical Sciences (CIOMS ) devoted its 
annual conference, in collaboration with WHO, to exploring how medical education could be 
made more relevant to the current and changing health needs of society. 


One specific strategy for providing medical, nursing, and other health students with 
community-oriented education deserves special mention: training outside a teaching 
hospital. Large general hospitals had been linked with medical schools since the Middle 
Ages in Europe, and the specialized ward - with numerous patients suffering from certain 
types of disease - had come to be taken for granted as the appropriate setting for teaching 
about medicine and surgery, as well as nursing. The proposal, therefore, that some profes- 
Sional education should be provided outside the hospital was a radical departure from well- 
established policy. Certain innovative medical schools - like that at the University of 
Zagreb in Yugoslavia - had been teaching students not only outside the hospital but even in 
the homes of patients, since the early 1950s.94 In the early 1960s, WHO sponsored a study 
on the specific methods of teaching medical students in out-of-hospital settings, such as in 
health centres and public health facilities. In 1967, the ET expert committee concerned 
itself largely with the same general question. After stating that "confining experience of 
the student's medical practice to the teaching hospital has serious limitations" 6, the 


committee concluded that health centres for ambulatory care were highly appropriate for 
community-oriented teaching. It said: 


"The teaching health centre is stressed more than other institutions because it is 
Probably the most effective device yet developed. It provides for a wide range of 
Student experience in comprehensive community care, a balanced appreciation of the 


functions of various members of the health team, and an epidemiological orientation to 
the community as a whole and to its constituent groups", 56 


Finally, in the late 1960s and early 1970s, 
education discussed above - emphasis on preventiv 


teaching, stress on general or family Practice, use of out-of-hospital educational settings - 
evolved into a single concept of comprehensively and radically reformed medical education. 
Lexington, Kentuck USA i 

when the idea of a wholly new comunity=oriented fore of sadions hel ee ee 
within a S-year period 1965-1969, there developed truly innovative types of medical schools 
at places as far apart as Brasilia (Brazil), Ankara (Turkey), Bangkok (Thailand) Yaoundé 
(United Republic of Cameroon), Hamilton (Ontario, Canada), and East Lansing (Michigan 
USA). There were, of course, many differences among these schools, but in all of them a 
major goal was to train physicians and others to work in teams with various health personnel 
to be sensitive to the problems of people in their total life setting, and to be oriented 


the several concepts of community-oriented 
€ and social medicine, effective methods of 


=-1O) = 


onstantly to the health needs of the community. In the 1970s, additional schools for 


ealth personnel with a similar community approach developed - at Beersheva (Israel), at 
ochimilco (Mexico), at Maastricht (Netherlands), at Tacloban (Philippines), and élseuhera 


WHO's efforts over the years have doubtless contributed to this movement and have 
aturally encouraged it enthusiastically. In 1978, reports on 14 of these innovative 
.ducational programmes were assembled in widely distributed ublication./ In 1980, case 
studies on another 13 innovative programmes were published. 8 In effect, the worldwide 
-riticism of the non-relevance of so much medical and related education had led by the 1970s 


ro mumerous corrective local responses. As summarized in the Sixth Report on the World 
jealth Situation, published in 1980: 


"Por many years the traditional methods of educating health workers were consistently 
criticized for failure to consider the needs of society as a whole or of individuals as 
human beings requiring understanding and care. This had led to a greater interest in 
ways and means of improving the relevance of education to both national health needs and 
job requirements, as defined in a well-designed health system". 


In order to lend force to these innovative schools - each of which was typically a lone 
pioneer in its own national scene - WHO sponsored a meeting in Jamaica in 1979, at which 
there was formed a Network of community-oriented educational institutions for health 
sciences. This network would hopefully strengthen its member institutions through an 


exchange of ideas and mutual support, and it could be helpful to “other institutions 
endeavouring to introduce manpower development programmes with similar institutional 
objectives". 
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Chapter Xl 


INTEGRATION OBJECTIVE: HEALTH SERVICE NEEDS AND 
MANPOWER DEVELOPMENT 


A final objective that may be identified in the WHO programme of health manpower develop- 
nent (HMD) is to achieve integration both within the HMD process, among its main components 
Chealth manpower planning, production and management) and between this process and the health 
services development in Member States. This objective constitutes, in a sense, the culmi- 
nation of several other policy objectives reviewed in previous chapters. Before tracing the 
rise of the concept of integration as an objective, it will be helpful to consider briefly 


some highlights in the world history of health services and the development of education for 
health personnel. 


Historical background ot health services and personnel education 


The tasks of providing organized health services to populations and of educating health 
personnel have evolved historically along quite separate paths. Only in recent years have 
pressures developed to make these converge. 


The organized provision of health services has been undertaken historically by a variety 
of social entities. In ancient Greece, the city-states appointed salaried doctors to give 
medical care to sick freemen, while slaves were the responsibility of their masters. The 
armies of ancient Rome had arrangements for the treatment of soldiers who were wounded or 
sick. In the Middle Ages the Christian Church, with religious motivation, played a key role 


in the establishment of hospitals for the seriously sick and destitute. 


As industrialization developed in nineteenth century Europe, workers and other groups of 
people organized the first societies for the collective economic support of sickness costs; 
later these insurance programmes came under governmental regulation, and their scope (both in 
population coverage and in the range of services composed) gradually broadened. Meanwhile, 
local and then national governments undertook actions for environmental sanitation, for the 
control of communicable diseases, and for other forms of prevention. Both the social 
snsurance and the public health ideas spread in the twentieth century from Europe to other 
continents. In the great majority of countries of the world there eventually arose a 
central ministry of health, with steadily expanding responsibilities for both preventive and 
curative health services. Other governmental and private agencies also developed for the 
health care of certain populations or of people with certain diseases. 


The systematic training of personnel for the provision of health services evolved along a 
quite separate path. Education of physicians was the first~formal effort, originating in 
Salerno, Italy, in the ninth century. Universities arose in most of the main cities of 
Europe during the next several centuries, and many of them included faculties of medicine. 
Since the universities were an outgrowth of the European Renaissance, their initial role was 
the accumulation and transmission of classical (Greek and Roman) knowledge, and later the 
acquisition (through scientific study) of new knowledge. To play this role, they adopted a 
position of independence from the Church, the government, and other important social 
entities. Even when universities came to be financed mainly or entirely from public funds, 
a strong tradition of autonomy persisted. 


Thus, the education of physicians by universities was regarded as the vid dae eee 
solely of professors in the faculties of medicine. The numbers of candidates prepared « 
the content of their instruction were decided exclusively by the faculty. | Meanwhile the 
rise of capitalism and free trade created an environment in which the trained jeanne 
worked as a liberal profession - free to practice their art and sell their services : ipa 
and however they chose. In some countries, after the fourteenth See eee ant = on 
sure laws began to specify certain requirements for the practice of Ap oS Rs 
several more centuries before any public regulation affected the ag AE us eae ote aed an 
or the content of their education. Autonomy of the universities and freecom 


market were the dominant conditions. 
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world. 


It was only in the early twentieth century that social PEBPRUECR, arose of as FES 
physicians and other personnel to meet the needs of populations. J. af ne bbe tes 
ception of needs was simply equated with market demands. Thus in 19 = SCuertts 
mated 229 medical schools in the world; in 1953 there were over 500. Dee al 
years, more medical schools were established throughout the world than in a previous 


centuries. This clearly reflected the perception of a much greater demand for physicians 


in these recent decades. 


The formal education of nurses developed in nineteenth century England, not in univer- 
sities but in hospitals - where the needs for such personnel were felt. The need for other 
types of health personnel (laboratory technicians, physical therapists, record clerks, etc.) 
soon followed, with schooling for them being provided by divers types of institution. Then, 
there slowly emerged a recognition that a certain minimal number of physicians and allied 
health workers would be required to meet the health care demands, if not the needs of popu- 


lations. 


Since these two movements - organized health services and health personnel training - 
evolved along quite separate paths, the administrative bodies concerned about them were also 


typically separate. In governments, the principal authority concerned with the health 
services was a ministry of health or some similar agency; the principal authority concerned 
with universities and other training institutions was a ministry of education. Parallel 


dichotomies existed outside government, in various voluntary associations and interest 
groups. If the need or even the economic demand for health services was to be appropriately 
satisfied, however, some coordination between these two sectors would clearly be necessary. 
This was all the more essential as interest mounted in society to meet human needs - many of 
which were hidden below the surface - as distinguished from overt economic demands. 


Recognition of the importance of coordination between health services and health manpower 
development activities was expressed in countries in a variety of forms (to be discussed 


later). The evolution of this issue in the course of the development of WHO may now be 
considered. 


Rise of the integration concept in WHO 


_ The concept of integrating health manpower and health services development was implicit 
in the strategies towards other objectives, reviewed in previous chapters. The call for 
greater quantities of conventional types of health personnel (Chapter IV) was obviously made 
sn response to this demand to Provide manpower for rendering needed services. Even the 


oye than any other objective, that of relevance has led directly to the concept of 
gration, as an ultimate Strategy for achieving it. Accordingly, an explicit objective 


of integration between health man 
g power and health service develo ment consti i= 
nation of strategies pursuant to many other goals, . niche aedigritesins 


Some expression of the im i i 
portance of coordination between health i 
serv 
manpower development, nevertheless, appeared in the earl “tea haan eee 


of the Director-General for 1951 States that 


' in WHO's assistanc ini 
was a "growing tendency to consider the progra oi feecrcee Pewee +, LOOP 
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omplete plan for improving the health of a population". In this connection, "close contact 
etween health administrators and teaching institutions was particularly BhontPacwom y) 


In Period II (1952-1961), there was also occasional reference to the need for collabo- 
‘ation between training institutions and health authorities. For example, at the Tenth 
Jorld Health Assembly, in 1957, the delegate of Greece said that there should be assurances 
that “training activities would be fully in accordance with the reguirements of the Greek 


wealth services".° In the Director-General's Annual Report for 1961, apropos of the 
Region of the Americas, it was said that: 


"Member governments have been urged to strengthen collaboration between their ministries 
of health and of education, and to bring them into closer relation with university 


authorities in order to increase and improve the training of personnel for health 
s uw 
services". 


These were only isolated references to the integration concept, however, not followed up by 
any policy decisions or programme action. This is perhaps not too surprising in the light 
of the general circumstances of Period II - with its cold war atmosphere, the long absence of 
voices from the socialist countries (where health manpower training was usually under health 


ministries), the proud autonomy of universities, and the general conservatism in many 
countries. 


In Period IIL (1962-1972), the issue of coordination between health manpower development 


and the health services of countries became more actively discussed. Among 23 main problems 
identified by study of the interventions at the World Health Assemblies, the need for coordi- 
nation between schools for health personnel and health administrations ranked 12th. In an 


assessment of UNICEF/WHO-assisted education and training programmes, submitted to an 
Executive Board meeting in 1971, the first problem noted was the weak liaison between health 
and educational authorities. The identification of this as a problem was doubtless 
related to a recommendation of the UNICEF/WHO Joint Committee on Health Policy, at its 1969 
session, that the "separation of educational and health authorities should disappear". 


The Third General Programme of Work, for the years 1962-1965 (actually prepared in 1960) 
also makes reference to an integration objective in the HMD programme. It states that 
"since the professional and technical education of personnel is of fundamental importance to 
the strengthening of national health services, these two objectives must be closely connected 
in the policy of the Organization". 10 There was, however, no programme designed to follow 
up this concept in this period, nor was the concept mentioned again in GPW4, 


In the Eastern Mediterranean Region, a significant meeting was held in 1963. It was 
attended by both medical educators and public health administrators, who jointly discussed 
the problems of medical education. !1 At the Nineteenth World Health Assembly, in 1966, 
the delegate of Turkey referred to experience in his country at Erzurum, where: 


"the teaching staff of the faculty of medicine and the docters of the national health 
service work together in close cooperation, not only in the hospitals but also in the 
rural health units of the region. This system will make it possible to train future 
doctors within the national health service and prepare them for the responsibilities 
awaiting them in the community". }2 


Then Turkey reported at a later World Health Assembly that a Medical Education Coordinating 
Board, composed of the deans of medical faculties, had been established within the framework 
of the Ministry of Health and Social Assistance. 


At World Health Assemblies in 1967 and 1968, Colombia and Argentina spoke also of pro- 
gress made in cooperation among their faculties of medicine, ministries of health, aa she 
security organizations — with the objective of adapting educational eee ae copea: 
community needs. Rwanda gave a similar report in 1970, and in 1972 mice canoes eee 
integrated project at Beersheva, where the dean of the medical school serve orien mes 
of all organized health programmes in the province. For some years, ida on eae 
socialist countries (where, in most ages ,eaneibuturhon® for peer the oo rene soot 
long come under the supervision of ministries of health) had also sp 


Assemblies of the value of such integration of education and services. 
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In 1966, 
to the theme of medical education 


“close cooperation between those responsible for health meetin to the public and those 
i ini sary personnel ... [an 

responsible for the training of the neces 

te 7 pat study of the interrelationships between the education and health services, ee 

of the effectiveness of these services through systematic evaluation and operationa 

research, with a view to introducing any changes that appear indicated’. 


A meeting in the African Region, reported in 1972, explored the same issue. After 
referring to the importance of planning health services, and of priorities defined by such 
planning, a speaker, from one of the African medical faculties, said: 


"These priorities should not only be priorities in terms of what is to be done at the 
service level, but there should be some priority as to who is to be trained and the 
numbers of each category ... There is need for a carefully worked out patetpdmeyier 
dialogue between ministries of health, medical schools and professional associations". 


Thus, the concept of coordinating health manpower training with the requirements of a 
country's health services was recognized implicitly in the very first years of WHO and 
somewhat more explicitly in Period II (1952-1961). During Period III (1962-1972), the issue 
of coordination between health and education ministries was actively discussed on many 
occasions. Several countries reported specific strategies being pursued nationally to 
promote cooperative planning and other working relationships developed between health admini- 
strators and medical faculties. The stage was set in WHO for the understanding of the 
importance of a policy to promote the integration of health services and health manpower 
development in Period IV. Before examining this recent period, however, we may acquire a 
greater perspective on the integration of the education and the health sectors by considering 
several coordinated activities actually taking place in countries. 


Coordinated health services and health manpower development activities in countries 


Development of the concept of integration of health services and health manpower develop- 


ment arose not only from the theoretical logic of the idea. Experience for some years 
around the world had demonstrated that cooperation between the two sectors could and should 
be carried out on many levels. One may find examples of such cooperation in various 


searing | la respect to activities on health manpower planning, production, and management 
or use). 


Regarding health manpower planning, ministries of health in numerous countries have for 
some years made estimates of national requirements for different types of personnel. This 
has been done in both developed and developing countries, and the numerical estimates may 
have some very limited influence on the decisions of ministries of education, of planning 
and of course of health (in so far as they may be training certain types of personnel thes 
selves). Practices in Sweden are illustrative; that country's Ministry of Health and 
Social Affairs has a Permanent Committee for National Health Planning, which around 1970 
Projected the need for physicians up to the year 1990, The Swedish Kinietry of Education 
accepted the recommendation as a basis for its financial Support of medical schools in the 
universities, In Colombia during the 1960s the Ministry of Public Health jointly with 
the Colombian Association of Medical Schools, carried out an extensive nationwide study o 
health manpower and medical education. This study not only compiled data on ieee tie 4 
subjects, but it also included 4 national survey of morbidity and the utilization of h ith 
services by the population. |8 The information from this research contributed ahd the 


Subsequent planning of health manpo nd : ‘ay : 
agencies. power training by the universities, the hospitals, and other 
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In ‘many countries, there have been national health councils representi 

nistries, which inter alia make recommendations on the output of Seid ait b ae Aiea 
ities. Such a council existed, for example, in Iran. Along with the ieee sy saute 
t included high officials from the Ministry of Higher Education, the Ministry of a i 1 
lelfare, and other organizations. In Sri Lanka a Planning Committee on pated and paauee 
sion (in all fields) was set up in 1964; among other things it set goals for the future 


yroduction of physicians and nurses. The ultimate influence of these coordinating 
yodies has not always been great, and sometimes nil. 


. At the stage of health manpower production, other forms of coordinated activity may be 
identified in countries. In Canada, for example, at the national level there is no ministry 
»9f education, but equivalent agencies function in all ten provinces; these provincial bodies 
provide the main financial support for the medical schools. Yet, the Ministry of National 
Health and Welfare has given federal grants to the provinces for capital expansion of medical 
school facilities.29 Another way that health ministries subsidize medical and nursing 
schools is through their financial support of hospitals used for clinical teaching. This 
pattern is found in countries everywhere, but is especially important in developing 
countries, where a large hospital in the national capital typically involves major ministry 


of health expenditures for service while, at the same time, providing an important setting 
for teaching purposes. 


Also relevant to manpower production, throughout the world and especially in developing 
countries, ministries of health often conduct training programmes themselves. The Public 
Health College for training auxiliary health workers at Gondar, Ethiopia (discussed in 
previous chapters) was operated not by educational authorities but by the Ministry of Health. 


In Peru there were 10 schools for training professional nurses in 1963. Of these, 3 were 
operated directly by the Ministry of Health and the other 7 were based in hospitals; the 
support for these facilities was also derived in part from the health ministry. The 


general regulation of health manpower through official registration is also frequently a 
responsibility of national ministries of health - in Japan, for example.22 


Finally, with respect to the management or deployment of health manpower, just as health 
ministry hospitals serve teaching purposes, university-sponsored hospitals obviously give 
medical care to patients. Thus, in Accra, there is a university-sponsored hospital which 
serves patients from all of Ghana; moreover, the medical school faculty members sometimes 
visit peripheral health care institutions under the health ministry, as consultants. 22 A 
region administered by authorities which also managed the medical school, in and around 
Beersheva, Israel, was noted above. Similar combined teaching and medical care areas have 
been administered in several Latin American countries for some years; these have been 
described as follows: 


"The programme began in 1972 and has among its objectives the involvement of medical 
schools with the health care delivery system in adjoining areas, participation of 
clinical teachers in education and services at all levels of the system, curricular 
modifications to allow for clinical learning at various levels of the system to be equal 
in rank, in terms of academic credits, to experience in the university hospital, and 
development of a regionalized multi-level health care system in the chosen area, in 
agreement with health authorities". 24 


The most thorough implementation of the integration ot health manpower development with 
the provision of health services is found in most (though not aki) / of? the socialist 
countries. The mechanism was first worked out in the USSR, but one may note that it did not 
take shape overnight. Following the revolution in 1917, all health services were brought 
under the Ministry of Health, but the education of physicians remained in the universities 
under the Ministry of Education. After 20 years of experience with this dichotomy, the 
Government decided that the numbers and types of physician and allied personnel Seetis 
uced were not entirely consistent with the health needs of the population. si Kew 
<n 1937 the medical schools were withdrawn from the universities and See eee at hey Anes 
Ministry of Health as medical institutes; corresponding Dee ra were. Ce Tees y rane 
ministry for training pharmacists and all types of middle-level medica re etal bee aeeiee 
education/health services linkage tends to involve faculty Peer ae, cei 
with, and also quality surveillance of, the operations of the hea y 
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experiences, we may now discuss the evolution of the integration objective in the Organi- 
? 


zation's HMD programme during Period IV. 


Towards integration of health services and manpower development ~ Period IV 


inni of Period IV (1973-1980), the value of coordinating the education anc 
the ee ct in cee had become appreciated both by the WHO governing bodies and ir 
Member States in consequence of their experience. Among the problems articulated through 
World Health Assembly interventions, the need to integrate health services and health man- 
power development had risen to fifth in rank (from rank 12 in Period III). 


In GPW6, for the period 1978-1983, one finds the most forthright declaration of the 
objective of integration between a country's health services and health manpower development 
policies and practices. Preparatory to GPW6, which was submitted to and approved by the 
Twenty~ninth World Health Assembly in 1976, the Director-General submitted an important 
overview of the entire HMD programme. In this document, among the major problems identified 
are: 


"lack of integration, and sometimes even coordination, of the different elements of the 
health manpower development process (planning, ‘production’, management) even where all 
these elements exist; and ... the fact that health manpower plans - if there are any - 
are not taken into account either quantitatively or qualitatively by the training insti- 
tutions, which often do not belong to the same supervisory authority as the planning 
unit; ..... and finally, lack of coordination between the health manpower development 
Process and other interested development sectors and agencies, primarily in general 
education but also in social security, labour, agriculture, etc ."26 


Still other difficulties of non-coordination are recited in this hard-hitting document, such 
as: 


"unsuitability of curricula, methods and evaluation for the training of health workers to 
meet community health needs and to work in teams, educational programmes being primarily 
directed towards medical and institutional curative care and largely irrelevant to the 
tasks required outside institutional settings or in health promotion, preventive work and 
rehabilitation -++ In the absence of collaboration between those responsible for the 
training of health personnel, on the one hand, and for health care delivery, on the 


other, educational programmes tend to develop in isolation fr i 
om the c t 
health care needs ..."",27 : premise = 


, With such a forthright elaboration of problems, preparatory to GPW6, one finds an equally 
Orthright declaration of the objective of integration in the final language of GPW6, adopted 


by the World Health Assembly in 1976. This i tant i 
Meudeare 2670-1983 seen important formulation of policy objectives for 


i - 
WHO should make sure that its programme for health manpower development fully supports 


the development of general health servi Te : ; ‘ 
tives: to health needs "25 vices, This implies adapting educational objec- 


Then, in more specific elaboration of HMD objectives, GPW6 states further that; 


of the educational services and the more i song 


=U - 


on the other hand ...(WHO) will encourage better coordination of the efforts of health 


and education ministries, and mo 
5 re generally of all conce d wi sat 
health manpower problems.''29 : BEG HERD « SEH Rake AYER 


solve 
yo years later, at the Alma-Ata Conference in 1978, the recommendation was made that 
zovernments undertake or support reorientation and training for all levels of existing 


=rsonnel'' and that health workers "should be socially and technically trained and motivated 
> serve the community ...".30 


In the WHO programme budget for 1978-1979, prepared in 1976, one finds the first explicit 
tatement of the objective of integration in this long series of administrative documents: 


"To promote the integration of health services and manpower development, including an 


essential health manpower management component, and with emphasis on developing 
countries". 


lso in the medium-term programme for health manpower development, approved by the Thirty- 
irst World Health Assembly, in 1978, the first of three programme areas to which WHO would 
irect its efforts is defined as: 


"Manpower planning and management to meet health service requirements (including the 
promotion of mechanisms for integrating health services and manpower development) 23.22 


The most important and explicit World Health Assembly resolution on this issue was 
idopted at the Twenty-ninth World Health Assembly in 1976 (WHA29.72), when the Director- 
seneral was requested: 


"to assist Member States in the formulation of national health manpower policies that are 
responsive to health service requirements and consistent with policy in other sectors; 
(and) to intensify efforts to develop the concept of integrated health services and 
manpower development so as to promote manpower systems that are responsive to health 
needs, and to collaborate with Member States in introducing a permanent mechanism for the 
application of the concept and in adapting it to the requirements of each individual 
country".3° 


The WHO programme budget for 1980-1981 is equally explicit in declaring that the HMD 
programme: 


"has a basic philosophy: relevance of the whole health manpower medium-term programme 
process to the needs of the health services and, through them, to real health needs and 
demands of the total population, which are expressed in the concept of the integration of 
health services and manpower development" .34 


In the Sixth Report on the World Health Situation for 1973-1977, a section on The health 
manpower system describes developments in various countries~-which fundamentally reflect 
accomplishments in the integration of health manpower with health services. The report 
states: 


"A few countries (e.g-., Hungary, Poland, and the USSR) have completely integrated these 
two components of the health system into a single and comprehensive system at the top 
level of government. In the Americas, for example, 12 countries have established health 
manpower offices or units within their ministries of health. Among them, Colombia has 
established, in addition, an interministerial coordinating committee .- 


Other national coordinating mechanisms in Canada and the United Kingdom are described. 


Demonstrations of integrated Health Services and Manpower Development (HSMD) are reported 


from Iran, Israel, and Sierra Leone. 


Beyond these indications of developments in official WHO documents, further sormroee 
i u 

of the evolution of the integration may be noted. In 1974, an expert snrennre is 

the planning of medical education programmes and, among its recommendations, stated: 
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we : 


£111", 36 


Lest any question remained on the implementation of such a policy, the Committee added: 

i 1 policy should be made on the basis fe 
So slaps ager Pas peter Ag yg Arcee oh representatives of the university 
heogeee pene ee the practising professions, the ministries of ponl i S0 Oe 
finance and planning (or their equivalents), and the society ee ees iP pcan 
achieved by the formation at the outset of a planning eee roy fe 
sentatives, and measures should also be taken to ensure pce st — 7 
representatives throughout the life of a new school or an existing s . 


Still further refinements of these detailed recommendations were made in 1975 by the a 
Study Group on the Planning of Schools of Medicine. This group offered such specific HS 


recommendations as these: 


"It is recommended that educational objectives should be formulated at an early stage 
and that these should be based upon the tasks to be performed by the students at the en 
of their training. These objectives should be expressed in behavioural terms 
attitudes, skills and knowledge ... The administrative structure of the medical school o 
health sciences centre should be related to the institutional goals but flexible enoug 
to permit adjustments to meet the changing needs of society and advances in medica 
science and technology". 37 


In maternal and child health, the expert committee that met in 1976 struck the same note o 
integration, when it stated: 


"Health manpower development should be considered in relation to national health plan: 


and overall manpower policies, and should be responsive to health service require: 
ments ,""38 


In 1976 and 1977, the WHO Chronicle reported extensively on the development of the HSMI 
concept. The November 1976 issue was devoted entirely to health manpower development; the 


first article presents an historical review of the entire HMD programme in WHO and how it ha 
culminated in the HSMD concept. It states that: 


"the conditions for a major breakthrough in solving the manpower problems of _ the 
deve loping world, and in finding new solutions in the developed countries also, 
increasingly being fulfilled ... [but] this breakthrough has not yet been achieved ... 


What is needed is an integrated approach to planning and programming, followed by the 
consistent, patient, and tenacious implementation of national plans". 


are 


The same theme of integration of medical education with the guiding principles of a national 
health policy permeated a meeting on "medical education in Latin America and the Caribbean’ 
held in Venezuela in 1976 and reported in 1977.40 It was also embodied in a meeting of 
countries of the African Region in 1978, where a representative of Mozambique spoke of the 


development of health personnel in accordance with "the type of health service capable of 
really serving the people".41 


In 1978, the Eastern Mediterranean Region of WHO held a major conference of ministers of 
health, ministers of education, medical ‘school deans, and others; this was devoted entirely 


to an exploration of methods to achieve effective integration of health services and manpower 
development. The conference recommended that each country should: 


"Set up a coordinatin i 
8 mechanism to play Organize, and follow-through th 
integration of health services . ; enacune: tea 


and 
decisions needed" ,42 nd health manpower development and to take all the 


To implement such a process, it was also recommended that participation should come not only 


from those concerned with health services and with the training of all types of personnel 
’ 


n se Tr , > 
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Thus, a major feature of Period IV in the entire HMD 
le objectives reviewed previously (particularly that of 


factical strategy of integrating the health services and health manpower development 
ylicies and practices. Several WHO meetings and documents advocated permanent mechanisms 


> the national level to achieve this integration. Only by deliberate and concerted efforts 


1 countries and in WHO was progress made towards integrating these two historically separate 
it inherently interdependent activities. 


programme was the culmination of all 
relevance) into a broad yet highly 


16 


17 
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19 


20 


21 


- 114 - 


References 


New Haven, Yale University Press, 1941. 


Sigerist, H.E. Medicine and human welfare. 


Rosen, G. A history of public health. New York: 

Castiglioni, A. A history of medicine. New York: 

Roemer, M.I1 Comparative national policies on health care. New York, Marcel Dekker 
’ . ~ 


1977, p.62. 


MD Publications, 1958. 


Alfred & Knopf, 1947. 


WHO Official Records, No. 38, 1952, p.27. 
WHO Official Records, No. 79, 1957 p.235. 
WHO Official Records, No. 114, 1962, p.71l. 
WHO Official Records, No. 195, 1971, p.32. 
WHO Official Records, No. 178, 1969, p.21. 
WHO Official Records, No. 102, 1960, p.57. 


World Health Organization Regional Office for the Eastern Mediterranean. Annua! 


Report of the Regional Director. Alexandria, 1963, p.4. (EM/RC13/2). 


WHO Official Records, No. 152, 1966, p.193. 
Third World Conference on Medical Education. WHO Chronicle, 21(11):455 (1967). 


Education for the health professions: technical discussions at the Twenty-third World 
Health Assembly. WHO Chronicle, 24(10) 2444-449 (1970). 


Sai, F. Planning of educational programmes to meet service realities". In Biomedical 
Lectures, 1970-1971 Series. Brazzaville: World Health Organization Regional Office 
for Africa, (AFRO), 1972, pp.56-57 (AFRO Technical Papers No. 4), 


Roemer, M.I. National experience in coordination of health services and health 
manpower development. In: World Health Organization. Report on consultation on 


health services and manpower development Geneva, 6-8 September 1976. Geneva, 1977 
(Unpublished WHO document HMD/77.1). 


Lindgren, S.A. Sweden. In: Douglas-Wilson, J. & Maclachlan, G. (Editors) Health 


service prospects: An international Survey. London, The Lancet, 1973, p.116. 


Ministry of Public Health of Colombia and Colombian Association of Medical Schools. 
Study on_ health manpower and medical education: III. Workin apers & reports. 
Washington, DC: Pan American Health Organization, 1967. 

Simeonov, L.A. Better health for Sri Lanka. New Delhi: World Health Organization 
Regional Office for South-East Asia, 1975 (Unpublished document). 


rsaeareh R. and Roemer, M.I. Health manpower under national health insurance: the 
anadian experience. Washington, DC, US Department of Health, Educ ti 
1976 (DHEW Publication (HRA) 77-37) rough tke Cale 


Hall, T.L. Health man Ower_in Peru: A 1 ; 
: Case _ stud . 
Hopkins Press, 1969, . ~o_plannin Baltimore, Johns 


“~ 


7 


8 


9 


0 


1 


2 


35 


36 


37 


38 


39 


40 


- 115 -= 


Roemer, R. Legal s 
ystems regulatin healt 
Quarterly, 46: 431-471, October 1968. B health personnel. Millbank Memorial Fund 


Sai, F.T. Ghana. In: Douglas-Wilson, J. & Maclachlan, G., ed. op cit., pp.125-155 


Chaves, M.M. Strategies for improving health i ; ‘ 
; in Lat A é 
Kellogg Foundation, 1976, pp.15-16. peer ices. Battle Creek, Mi, 


Sigerist, H.E. Medici : : : , 
1947. ’ Medicine and health in the Soviet Union. New York, Citadel Press, 


World Health Organization Health manpower development G 

: : : e uk .18- 
(Unpublished WHO document i neva, 1976, pp.18-19. 
Ebid., p.l9. 


WHO Official Records No. 193, 1976, p./7/7. 


Ibid., pp.102-103. 


Alma-Ata 1978: Primar Health Care, Geneva, World Health Organization, 1978. 
("Health for All Series, No.l), p27. 

WHO Official Records No. 236, 1961, p.16l. 

World Health Organization. Medium-term programme for health manpower development. 
Geneva, 1978, p.7. (Unpublished WHO document A31/18). 

WHO Handbook of resolutions and decisions, Volume II, 4th ed, 1981, p.124. 


WHO Official Records No. 250, 1978, p.234. 


World Health Organization. Sixth report on the world health situation 1973-1977, Part 
I: Global analysis. Geneva, 1980, pp. 183-184. 


WHO Technical Report Series No. 547, 1974 (The planning of medical education 
programmes: report of a WHO Expert Committee), p-23. 


WHO Technical Report Series No. 566 (The planning of schools of medicine: report of 
a WHO Study Group), p-38. 


WHO Technical Report Series No. 600, 1976 (New trends and approaches in the delivery 


of maternal and child care in health services: sixth report of the WHO Expert 
Committee on Maternal and Child Health), p.60. 


Fuloép, T. New approaches to a permanent problem: the integrated development of 
health services and health manpower. WHO Chronicle, 30(11) 3437 (1976). 


Pan American Health Organization. First meeting on basic principles for the 
development of medical education in Latin America and the Caribbean; final report. 
Washington, DC, 1977, p.18. PAHO Scientific Publication No. 341 


Marzagao, C. Mechanisms for development of health personnel —- _ the Mozambican 
experience. In: Biomedical Lectures, 1976-1977 Series. Brazzaville, World Health 
Organization Regional Office for Africa, 1978, pp-33-4l. (AFRO Technical Papers No. 
13). 


World Health Organization Regional Office for the Eastern Mediterranean. An 


integrated approach to health services and manpower development: Report ak a 
Ministerial Consultation, Teheran, 26 February — 2 March 1978. Alexandria, 978., 


Ped2- 


ane 


4 
7 q 
; os 
; = Pa 
7 J a 
4 
i¢ 5) 
, 
7 ; - 
‘ -_—  *”* 
4 , eae i: 4 
oe 4 ila 
us ile : 
oo - Se one C - rei 4 
a io ' A — ie ‘ if , - 
me - 
ee ee ad ei "i : 7 
ing " iil = 2 —e a - 
f ’ ' 
ible 
Rial 
5 : 
’ ce 
Legit, 
q + ay - 
= : 
} 
ve 


. sn 5 i: han 
Beran vol ae m tiger 7) ven > 
“oo ae M yhter- : saai_bsatsn a | Nhs LET 
-7 SS. ; _— _ : : : a) ies ot wpe ahh — > 
ry q 7? mite Lenesges fr met 
S — nm : } . (yey 4 te 
eats | pam, 


> 


oo * a i 
¥ v |? 
b wit ‘— Bi<ow 
al) a _ ri aX fy Pah: : s 
anaie ' . 


vay 


: pray coe aa 


: a - 
ecvst ome , many wocoras pnfere sc: 
; > 


“res : 


- i119 = 


Chapter XII 


EXPERIENCES IN SELECTED COUNTRIES 


The previous chapters have examined health manpower policy development in WHO, and how it 
is been shaped by interactions with countries - analysed according to eight nation policy 
yjectives. In order to learn about the dynamics of health manpower development (HMD) as a 
ole in Member States, with respect to the interplay of all objectives, field studies were 
ade in six selected countries. 


>lection of countries 


The countries studied were chosen because they are developing ones; they are located in 
eee: Asia and Latin America: Barbados, Costa Rica, Ethiopia, Gabon, Indonesia, and 
alaysla. 


The choice of these countries resulted from a combination of factors involving: (1) 
dentification of a number of countries that deviated significantly in their supplies of 
uman health resources from statistical indices that would be "expected" on the basis of 
heir GNP (gross national product) per capita; (2) the suggestions of WHO regional offices; 
nd (3) the willingness of the country to participate in the study. 


In so far as the HMD process is inevitably influenced by a country's level of socio- 
conomic development, it should be helpful to consider the findings of these six country 
jeld studies in some logical relationship to this level. Accordingly, an estimation has 
een made of each country's level of development based upon three widely accepted indices: 
a) GNP per capita, (b) rate of literacy, and (c) average life expectancy for males. In 
yrder to convert the GNP measurements into numbers expressible from 0 to 100, they have been 
-onverted into index numbers with the highest one (Gabon - $3776) represented by 100. Then 
an average has been calculated including this index along with the percentage literacy rate 
and the figure (in years) for male life expectancy. This composite average is designated 
the P/L/E Index. 


Using the P/L/E index as an approximate measurement of the country's overall level of 


jevelopment, the six countries studied have been ranked nn akables “ts The use of this 
multifactor index may give a more reliable impression of a nation's general development than 
the use of per capita GNP or any other single measurement alone. Accounts of health 


manpower developments in each country will be presented in the ranking order shown in Table 7. 


For each country, we shall present the highlights of the information gathered according 
to the following topics: 


Background: major social and political circumstances which could be expected to influence 
the country's health sector, in general, and its health manpower development, in particular; 


HMD process: noteworthy features of health manpower planning, production, and measurement; 
WHO relations: major recognized impacts of WHO on the national HMD process, the country's 
|e a 

recognized impacts on WHO, and proposals for the future. 


In conclusion, we shall offer some observations on any general inferences that may be drawn 


from the six country field studies. 
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GNP per capita, 
7 Six selected countries by index of development, based — elt Pp p 

seie literacy, and life expectancy (P/L/E index), from sources ar 

: ? 


2 EPR RTE 


GNP GNP Literacy Male life P/L/E 
saieicid ita index % Expectancy index 
a (years) 
eeliag 200em f4a:8 ©: ghfboe 235 ORR ~ aes 120Re>. ee eee ee 
Ethiopia us$ 110 2.9 10.0 36.5 16.5 
Indonesia us$ 300 7.9 62.0 47.5 39.1 
Malaysia us$ 930 24.6 60.0 65.4 50.0 
Gabon US$ 3776 100.0 12.4 41.9 51.4 
a eee ORS OSTA) Sear. Bi 
Costa Rica US$ 1240 - 32.8 88.0 61.9 60.9 
eninge eer ee OR EGR 39 Sioeteig enosiEe 
Barbados us$ 1940 51.4 98.2 62.7 70.8 


Ethiopia 


As shown in Table 7, this country in the north-eastern part of Africa is minimal] 
developed, according to all three indicators used. Its population in 1978 was 30 000 000 
the vast majority of whom are rural and engaged in agriculture. 


Background. Clearly relevant to the current health sector in Ethiopia, and to the HM 
process within it, was the social revolution in 1974. After centuries of monarchistic rul 
and essentially feudal conditions of life and land-ownership, a massive famine in 1973 led t 
mutiny by the army, dethronement of the Emperor, and the establishment of a socialist state 
Extensive land reform was instituted, and centralized planning (with some input from loca 
communities) was started in many sectors, including health. The people have been organize: 


into Farmers' Associations (FA) in the rural areas, and the Urban Dwellers' Association: 
(UDA) in the urban areas, also known as Kebeles. 


HMD process. The new revolutionary government has prepared relatively comprehensive plan: 
for a regionalized network of health facilities, to be staffed by designated types o: 


personnel. Precise plans for training of these personnel have not been finalized, but the 


general blueprint, towards achievement of which efforts will be directed, involves six level: 
as follows: 


(1) At the community level, for each FA and each Kebele there is at least one community 
health agent (CHA) and at least one "certified" traditional birth attendant (TBA), 


(2) At the next higher level, for each 10 000 people there is to 


by three health assistants, Currently 1336 such health stat 
2000 are planned, for a total of 3336. 


be a health Station, staffed 
ions exist and an additional 


(3) For each 50 000 population there is to be a health centre, staffed by one physician, two 
or three nurses, one Sanitarian, one laboratory technician, one pharmacy technician, 


three health assistants, plus clerical and maintenance personnel. There are now 127 
such health centres, and a total of 327 are currently planned, 
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) The next level is intended to h 
2 ave a medium-sized i ee 
EecGga}22 bd beak tinimereonna! Z hospital staffed by 2 or 3 physicians 


) In each of the 14 health regions in Ethiopia (plus the national capital, Addis Ababa) 


there is to be a regional hospital with one physician for each of the major specialties 


(internal medicine, sur 
, gery, paediatrics, and obstetrics-gynaecolo i 
allied personnel. F bY gy), with the necessary 


») In the national capital there is already one major central hospital with a full range of 
medical and surgical specialists and other staff. 


r is hoped that the above blueprint can be implemented during the years 1981-1990. 


Regarding health manpower production, the major past achievement in Ethiopia was the 


ublic Health College at Gondar, discussed in previous chapters. During more than two 
ecades during which this WHO-supported institution operated (1954-1975), a total of 1229 
uxiliary health workers were trained - about 60 per year. These were distributed as 
ollows: 

Health officers (4-year course) 432 

Community nurses (3-year course) 421 

Sanitarians (2-year course) 376 


urrently only the training of sanitarians is continuing at Gondar. 
Since the 1974 revolution, the other training programmes have developed as follows: 


ommunity health agents (CHA - for the associations) - a 3-month course, predominantly on 
reventive measures. In each region there are to be 5-10 field training centres, each 
yroducing about 100 agents per year. Eventually at least one CHA is to serve each of the 23 
100 farmers' associations and of the Kebeles. The same applies with TBAs. 


lealth assistants (for the second-echelon health stations) - an 18-month course for these 
yersonnel, formerly known as dressers. Schools for this training already exist and are 
yased at hospitals; they have been expanded from 4 to 10 currently. There are now 4000 


1ealth assistants, and 11 000 are to be available by 1990. 


uired 3.5 years but is now being reduced to 2.5 years. 
There had been 7 nursing schools graduating about 40 nurses each per year (total of 2802.5. ban 
addition, there was the Gondar course for community nurses. Now the conventional registered 
nurse (RN) course will be unified with the Gondar-type community-oriented course in 4 larger 
schools training 100 nurses each (total of 400 per year). 


Jurses - their training formerly reg 


n 18-month course to train junior technicians, operated at the 
After 3 years of laboratory experience, and 9 months of 
lified as a senior technician. 


Laboratory technicians - a 
Central Laboratory in Addis Ababa. 
additional training, the candidate becomes qua 


to be given at the Gondar Public Health 


Sanitarians - a l-year course, which continues 

aa 

College. 

Pharmacists - a university curriculum that formerly required 4.5 years and is now reduced to 
AU 


4 years. 


Pharmacy technicians - formerly trained in a shospital—based) 2-year, course; now integrated 
Sith university training of pharmacists in a 2.5-year course. 


- formerly a university programme of / years (2 years premedical and 5 years 
from 1964 to 1976, only 113 physicians had been graduated. The curriculum has 
ears (1 year premedical and 4 years medical) with the output expected 
The new medical curriculum will attempt to integrate 
ty health throughout all 5a yearsiie= 
dical training has also been started 


Physicians 
medical); 
now been reduced to Bt ny: 


to become 120 graduates per year. ; 
basic and clinical sciences, and to emphasize communi 


including 12-weeks' field experience. Undergraduate me 
at the Gondar College. 
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iopia is j inning. Continuing education ; 
Postgraduate education of physicians in Ethiopia is just beginning 


i ts. 
offered for upgrading dressers to become health assistan 


Regarding health manpower management, 


ici h personnel. 
of physicians, and other healt ree 
national nodel ébiek: there are located 69% of the physicians, 


nicians, 80% of the pharmacists, and 60% of the nurses. 


a major problem is the geographic maldistributic 
In the three largest cities, with 6% of th 
76% of the laboratory tech 


7 ; : dé 
There is also inappropriate use of health personnel (e.g. eee ee aes ee ee 
i - -ialists in medicine sometimes 
by sanitarians). State-employed specia ee eet aackics Sa 
icl i low and working conditions p ‘ 
during official hours. Because salaries are sek bcenies Aaa 
being trained. The healt ea p 
health personnel abandon health work after : ans ae 
i d poorly. Supervision was 
Gondar school, although a big step forward, functione 
community weet @ileaitios lacking. Some health officers” eventually entered medical school 
and the others became rural clinicians, doing little public health work. 


It is hoped that the new government programme will recapture the original Gondar publi. 
health spirit, under the pyramidal health service structure of six levels, as described above 


WHO relations. The persons interviewed spoke favourably of the value of WHO fellowships, o 
the WHO collaboration in establishing the Gondar Public Health College in 1954, and of th 
help in strengthening the medical school in 1964 and later. The Gondar school emphasize 
rural needs, a preventive orientation, and the health team concept - producing an initia’ 
(though small) cadre of trained health personnel, 


The major influence of WHO's HMD programme, however, has been regarded as conceptual. 
stressing the importance of health manpower planning and training, the value of teacher- 
training, and especially of the integration of health services and health manpower develop- 
ment. The Alma~Ata Conference in 1978 had a distinct influence on Ethiopia's plan to trair 
community health agents to provide primary health care at the village level. 


Further WHO collaboration is needed to stimulate improvements in the career structure of 
health personnel, to extend continuing education, and to strengthen personnel management 
(utilization); it is needed also for the training of health planners and for generally 
stimulating the output of greater numbers of all types of health personnel. There is also a 
desire for further fellowships, consultants (particularly short-term), workshops (especially 
if they can be held in Africa), and the provision of medical equipment and vehicles. The 


Principal criticism of WHO work concerned bureaucracy in the administration of fellowships 
and consultancies. 


mel to work in teams to cover the entire population. Improved geographic coverage is 


evidently expected to result from the output of LCi 
: greater numbers of physicians health 
assistants, community health workers, and others. eat! é, 


Indonesia 
LL 


This large nation of some 13 000 islands in South-East Asia - the most heavily populated 
being Java - has a population of more than 143 000 000, as of 1978, It is mainly agricul- 
tural, but has resources also in crude oil, minerals, rubber, and other products. 


Background. Independence aft 


1949, following Japanese occ ule’ wae achieved by Indonesia in 


upation and four years of liberation struggle. The socio- 
veloping, non-aligned nation, favours private market enterprise. 

HMD Process, 
1969-1970, Norms w 


i. In the Ministry of Health there is 
nnel. A third body 
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oncerned with medical and dental education is the Consortium of Health Sciences, which was 
d > 

stablished by the Government, under the Directorate-General of Higher Education, within the 
> 


inistry of Education and Culture; it is ici 
: made up of the deans of medicine ist 
ided by a full-time secretariat. sip petal 


Peripheral health units in the provinces submit estimates of their needs to the Ministry 
f Health, where the Planning Bureau compiles figures on nationwide requirements. In recent 
ears, however, the number of physicians trained have, in fact, been greater than the 
overnment health system could absorb, although the output of nurses has been reduced during 
he last three years due to the reorganization of the nursing and midwifery educational 


ystem. However, even with the decreased number of graduates, there are not enough posts at 
resent to absorb all the graduates. 


Inability of the government health services to absorb personnel is due partly to a policy 
equiring financial support of health services from the provinces as well as from the 
linistry of Health. Provincial governments, in turn, receive grants from the Ministry of 
the Interior, but this money must support numerous local services. Furthermore, as stated 
yy the field investigators, the unplanned but critically important private sector are largely 
-esponsible for the major problems of the Indonesian health system. This sector is composed 
in part of purely private medical practitioners, pharmacists, and others who engage in 
srivate practice, but principally of government health personnel doing remunerative work in 
-heir free time; the latter is allowed because official salaries are admittedly low - a 
vicious circle, in a sense, in that the low salary scale is accepted because it may be 
supplemented by private earnings. To cope with these problems, a special Manpower Planning 
and Development Group has recently been set up in the Ministry of Health; it is exploring 
ways to achieve closer relationships with the Ministry of Education. 


With regard to health manpower production, the training of physicians, dentists, and 
pharmacists is done principally in univer- sities, which are supervised by the Ministry of 
Education. Other allied health personnel are produced by the Centre for Education and 
Training in the Ministry of Health. This centre operates schools for training nurses and 
allied health workers. 


There are 25 schools of medicine, of which 13 are governmental and 12 are private. The 
public medical schools graduate 1300 physicians per year, and the private ones only about 
200. There are mixed sponsorships also in other university-level training institutions: in 
dentistry, 6 public schools and 2 private ones with an aggregate output of 240 dentists a 
year; in pharmacy, a combined total of 6 schools graduating 210 pharmacists a year. 


Training in the public professional schools is largely government-financed, but there are 
annual entrance fees that must be paid privately. In all professional schools, moreover, 
students must purchase textbooks and also bear the living costs of any field studies required. 


The curriculum in all the medical schools is designed on the classical European model, 
requiring 7 years of basic science and clinical studies. At—the same time, faculties are 
attempting to respond to a national call for community-oriented medical graduates. The 
Consortium of Health Sciences is pressing for a balance between the clinical sciences and a 
community orientation, but this seems to be difficult to achieve. 


Community medicine is taught mainly in connexion with the delivery of primary health care 


at the local level. The teaching is impaired, however, by the weak links between this level 
and the next higher levels of intermediate care (health centres and small hospitals) and 
specialized care (larger hospitals). Medical faculties are responsible to the Ministry of 


Education, while health facility personnel come under the Ministry of Health; this adds to 
the problems. 


In government-owned schools, of which there are 103, the education of nurses and allied 
personnel is fully government-subsidized. 


There are 98 privately-owned schools which receive partial aid from the vars es 
these, 65 are schools of nursing. In addition, there are 15 nursing schools operate bea 
aeaedeByy the military. There are many applicants, particularly in nursing, but the outpu 


is not adequate to meet the numbers requested by the hea 


lth services, both community and 
i of 
hospital. The present basic educational programmes 10 nursing are of two Cypes, both 
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Regarding health manpower management, as noted above, the number of spehie das ‘perl 
not sufficient to absorb the approximately 1500 medical graduates each year. e tet / 


of Health budget has been providing for only about 800 new ee. ee a 
period of public service is required (usually 3-5 years) before medica icensure, : 
balance of 500 medical graduates have to wait until an official post opens up. The nationa 

network of health centres, noted earlier, is supposed to provide the necessary posts even- 
tually, but they do not as yet. Perhaps it is encouraging that 50% of physicians posted in 
the currently established health centres want to stay on - although an important reason 1s 
the opportunity they find for private practice (and even other forms of private business) in 
the same community. In any event, many more health centres are needed to achieve population 
coverage for health services. A number of the graduates are also employed by other 


ministries. 


The community health promoters, replacing assistant nurses since 1978, have not yet been 
trained in significant numbers; this training is done in health centres. In rural 
districts there is a great need for continuing education which has not yet been met. The 
problem most frequently reported in health manpower management is the strong attraction of 
private practice to government physicians, both in cities and rural areas; this means that 
after official working hours, medical service is rarely available at the health centres. 


WHO relations. The major impacts of WHO on the HMD process in Indonesia, according to 
national observers, has been in policy formulation. The decision in 1978 to train community 
health promoters was essentially an outcome of the Alma Ata Conference. WHO has also 
collaborated with Indonesia in the strengthening of its medical schools, in conveying an 
appreciation of teacher-training, in various workshops on selected subjects, and in provision 
of teaching equipment and materials. Respondents in the country field study were not aware 
of any special impact of Indonesia on WHO policy formulation. 


WHO fellowships are especially popular, even though they entail several problems. 
English language requirements are often a barrier (particularly for nurses). The candidate 
hesitates to learn the language without knowing whether he or she will be chosen for a 
fellowship; yet a knowledge of the English language is required for the initial appli- 
cation. There are also complaints about lengthy bureaucratic procedures, inadequate 
stipends, and the unsuitability of some of the training to Indonesian needs. im 28 
interesting to note that most fellowships are wanted for study within Indonesia. 


Workshops have been appreciated when they have been short and on appropriate subjects 
(which is not always the case). Training programmes on health service management are 


particularly desired. WHO, it was stated, should also help Indonesia in obtaining assis- 
tance from UNICEF, the World Bank, and other international agencies. 


Over the years, Indonesia has, indeed, been able to train greatly increased supplies of 
health personnel. Physician resources have been increased so that the ratio of physicia 
to population improved from 1 : 66 000 in 1952 to 1 : 14 900 in 1976. Meshieentes - 
Supply improved over the Same period, from a ratio of 1 : 12 800 to one of 1; 5400. otek 
pe en life are serious disparities between the production of Physicians and nurses and 
Peanéin : ae aha sehr Public services. The major difficulty seems to be inadequate 
pred Ghcteee telat of hae aati care, Side-by-side with a large and flourishing 
only do private services Z0 only “<o toeF mba dtepeneemenes atradllle Satbontsomen: piece a 
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ay higher salaries for work in government health 


er- services. Even teaching in medical 
uaa gy impaired by the fact that the interest and attention of most of oaminuane ae 
iverted by their private practice. These problems are evidently well recognized by 


ersonnel in the Indonesian Ministry of Health. 


Malaysia 


This mainly peninsular nation in South-east Asia has a population of about 13 000 000. 
Jhile largely agricultural, it has substantial resources in tin and rubber. 


3ackground. In 1957, Malaya became independent from colonial rule, and later was combined 
vith North Borneo (Sabah) and Sarawak to become Malaysia in 1963. In 1965, the islandstate 
»f Singapore broke away as a separate nation. 


HMD process. Even before national independence and the formation of Malaysia, general 
socioeconomic planning, including health planning had begun in this country. As part of the 
Rural Health Services Scheme, started in 1953, a programme for training auxiliary nurses, 
sanitarians, and midwives was planned and implemented to staff the rural health facilities. 
In the Ministry of Health, as in all the ministries, there has been a Planning Committee, 
designing five-year plans. Formal five-year planning had started in Malaya in the 1950s 
(while still a British colony), and the first Malaysian five-year plan began in 1966. The 
country is now into its fourth five-year plan (1981-1985), so that the concept of health 
manpower planning has become fully accepted. 


The initial goals of the rural health programme called for one physician, stationed at a 
main health centre, to serve a population of 50 000. The surrounding sub-health centres, 
each serving 10 000 people, would be staffed by various auxiliary personnel, and the most 
peripheral units - midwife clinics - were to be staffed by assistant midwives. As more 
personnel were trained (see below), the standards of service and staffing were raised. Both 
types of health centre are now to be staffed by physicians and others, and the peripheral 
units (formerly midwife clinics) have been broadened in scope by training the assistant 
midwives and other auxiliaries to provide general primary care. This conversion of the 
Rural Health Services Scheme from a three-tier to a two-tier system took place in 1973. 
Each health centre staffed by a physician 1s now expected to serve a smaller population of 
15 000 to 20 000. 


In the fourth five-year plan (1981-1985), no further acceleration of health manpower 
output is planned, since the network of health facilities - except in Eastern Malaysia (Sabah 
and Sarawak) - is not expanding rapidly enough to absorb all the personnel being trained. 
Many personnel, especially physicians, are therefore being lost to the private sector. The 
major health manpower emphasis of the fourth five-year plan is on continuing education and 
management training. It is also planned to accelerate the geographic coverage of Eastern 
Malaysia, by the use of mobile health teams with community health aides. More attention 
will be paid also to the potential use of traditional healers_in all three major Malaysian 
ethnic groups - the Malay bomohs, the Indian Ayurvedic physicians, and the Chinese tradi- 
tional medical practitioners. About 50% of the population of Eastern Malaysia remains still 
to be covered, although in Western Malaysia only 3-5% of the people do not have access to 


primary care. 


To coordinate manpower training with the development of personnel in all sectors of 
Malaysia, the Prime Minister's Offices has. recentlyeet up a Manpower Development Board. 
Inter alia, this Board is expected to coordinate the production of physicians and other 
professional health personnel by the universities, under the Ministry of Education, with the 
health service reguirements of the Ministry of Health. When the output of the medical 
schools reaches 450 physicians per year, it is expected that the personnel losses to private 


practice will have peaked and the needs of the public sector will be met. 


Regarding health manpower production, the training of rural auxiliary beat th e noene 
since 1953 has already been mentioned. Since the restructuring of the rural health pro 


in 1973, Malaysia has had the special task of broadening the capabilities of the 


ate i i aining new 
trained assistant midwives to include general primary health care, and also il bes y 
auxiliaries for this wider role. Each of these primary health care workers iS supp 


serve about 2000 people. 
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With respect to the preparation of physicians, which comes under the Meni otre eee 
tion, adaptation of the output to the requirements of the health bs gare - preter pe 
achieved. There are now two university medical schools. Together, bot = 0 er 
graduate 190 physicians per year, and additional Malaysian students go to me — ter oo 
abroad (Singapore, Australia, and elsewhere) - returning to Malaysia along with ot - oreign 
medical graduates. A third medical school will be opened at the university in Penang in 
1981, and soon after this it is expected that about 500 physicians per year will enter the 
health sector in Malaysia. This number is larger than the requirements of the public side 
of the Malaysian health system but, as noted above, it is needed to compensate for the steady 
losses of physicians into private medical practice. The law reguires that all physicians 
licensed in Malaysia since about 1970 must work for 3 years in the Government services, and 
those whose education was Government-sponsored (about 75%) for an additional 4 years. After 
these periods are over, however, most of these physicians go into private practice, which is 


much more lucrative. 


The medical school curriculum in Malaysia is relatively conventional, with 1 year of 
premedical basic sciences, 2 years of preclinical science (anatomy, physiology, etc.), and 3 
years of clinical work. There is a limited degree of teaching that integrates the pre- 
clinical and clinical disciplines. At the University of Malaya, community medicine is 
taught in each of the last 4 years; it consists of epidemiology, biostatistics, behavioural 
science, nutrition, maternal and child health, demography, and medical sociology. A period 
of several weeks is spent on a field placement in a rural health centre, where a research 
project is also carried out. It is expected that a similar progamme of community medicine 
will soon be introduced at the National University Medical School. 


Postgraduate medical education is offered at the University of Malaya, but it is not well 
developed for general practitioners, who constitute the great majority of private physicians. 
Specialists are almost all in government posts, since (as in the British Commonwealth 
generally) they are mainly hospital-based and almost all hospitals are public. In 1975, the 
University of Malaya started a postgraduate public health programme leading to the MPH 
degree, The plan is to train enough district medical officers capable of administering all 


services in their districts, including the hospitals; at present, their administrative 
duties are limited to the preventive services. 


Regarding health manpower management, the staffing of rural health centres and peripheral 
clinics has made substantial progress in the last decade. At almost all health centres - 
both | the main centres and the former sub-health centres - there are now a physician, a 
dentist, a hospital assistant (the Malaysian term for a multipurpose health auxiliary sho 
treats common ailments), a drug dispenser, and a laboratory assistant. These personnel 
provide medical care, For preventive work there are a health sister (graduate nurse), a 
midwife, assistant nurses, a public health inspector (sanitarian), overseers (assistant 
sanitarians), and labourers. The midwife clinics, as noted, are being broadened to become 
general primary health care units; the training of community health aides is also being 
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owns and villages. While this has its value, of course, the fact remains that onl 

\inority of rural people can afford to pay for private medical care. Yet about 504 of aa 
falaysian physicians are now entering private general practice. Accepting this dele te hee 
Iniversity of Malaya Medical School is establishing an academic Department of catia 


>ractice. At the same time, the expectations of the people for improved specialty services 
in the smaller district hospitals are rising. 


VHO relations. Malaysian health leaders speak very positively of the collaboration with 
NHO. In the Rural Health Services Scheme - the nation's major health activity for extending 
coverage to the entire population - WHO consultation was involved from the beginning in 
1953. Every few years, further cooperation was solicited and offered, and in 1968 a major 
15-year review of the programme was carried out by WHO. This review found substantial 
progress in rural health services and advised continued WHO cooperation, with certain admini- 
strative changes - such as a broadened scope of functions at the midwife clinics and a 
mandatory period of service for Malaysian medical graduates in order to get posted to the 
sub-health centres. During 1969-1971, further studies were made by the Malaysian Ministry 
of Health, in cooperation with WHO, leading to the implementation of these and other changes. 
By 1980, in the modified two-tier framework of the rural health system, facilities had 
expanded to 324 health centres and 1393 community clinics. Not all of these were fully 
staffed with the requisite personnel, but progress towards this goal was being made rapidly. 


WHO fellowships were also assessed very affirmatively, and were considered particularly 
valuable for advanced training of medical school teachers. During the course of interviews, 
it was stated that with the task of building up 3 medical schools, long-term WHO consultants 
would be valuable. Additional workshops for continuing education were also recommended. 
Collaboration on health services research was also advocated, particularly to help solve 
problems in the management of the health system. None of the persons interviewed could 
comment on any impacts of Malaysia on WHO. 


All in all, Malaysia appears to be a country making rapid progress in the development of 
health manpower responsive to the requirements of its health services. Health manpower 
planning has long been accepted and is actively pursued. Manpower production is proceeding 
systematically for both professional and auxiliary health personnel. The most vexed prob- 
lems relate to manpower utilization, particularly because of the substantial and continued 
departure of physicians from the public to the private sector. The bulk of this internal 
brain drain is into general practice in the cities; urban family incomes seem to be suffi- 
ciently high to provide a fairly large market for these practitioners, so that the inequities 
caused by this urban private sector are probably not great. In the rural areas, traditional 
medicine is still a major resource of health care (especially for low-income families), but 
the medical and auxiliary staffing of the network of facilities in the Rural Health Services 


Scheme is steadily becoming strengthened. Full population coverage with primary health care 
is expected to be attained in Western Malaysia by about 1985. Improvements are also being 
achieved in the staffing of district hospitals providing secondary care. In the less 


developed areas of Eastern Malaysia, progress is slower and full population coverage will 
doubtless take longer. 


Gabon 


As shown in Table 7, Gabon, with a population of only 534 000 inhabitants, according to 
the 1977 estimate, has by far the highest GNP per capita of any of the six countries studied 
but is rather low according to the two other criteria of development. This paradoxical 
situation is explained by the recent discovery of large reserves of crude oil in the country. 


Background. Up to 1959 Gabon was part of French Equatorial Africa. Independence was 
achieved in 1960, and its political regime has since been one of the most stable in Africa. 
Large foreign investments were made after the discovery of oil around 1970. The Government 
is oriented towards private enterprise in most fields. 


Health planning began in 1965 with the publication of the "Plan quindécennal" 


HMD process. ic 
(1966-1980) for health services development. Then, the Ministry of Economic Development and 
Planning established three-year plans, in collaboration with the Ministry of Health. 
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team teaching. 


Regarding health manpower management, there are currently 206 edna Pe teste — 
all located in the capital, Libreville. Of these, 135 are employed in t e publi : 
(although engaged also in some private practice) and 71] are entirely in the le a phen 
Similarly, there are 35 pharmacists, of whom 13 are entirely private. Of the a as c 
10 are in public employment and 8 are wholly in private practice. The nurses an ot +: 
allied personnel who have been trained at ENSAS are bound to work for 10 years in the 


Government service. 


Large industries in Gabon are required by the Government to provide general health care 
(i.e., more than occupational health services) for their employees and their families. 
Companies do this either by engaging their own medical staff or by sending their people to 
private medical offices. Recently there has also been developed a social security scheme, 
which is expected to provide general medical care to government employees and other groups 
through its own medical staff. 


Major problems in the governmental health services of Gabon relate to a weak 


Organizational structure for supervision. There is also no continuing education. On the 
other hand, with the comparative wealth of this country, physicians and other professionals 
are attracted from elsewhere, and there is little if any out-migration. There are internal 


losses from the public sector of health care to the private sector, however; even though 
governmental salaries are relatively high, earnings in the private sector are even higher. 


WHO relations. Over the last 30 years, these relations can be described in three phases. 


In the decade 1950-1960, Gabon was still a colony. No health personnel were trained 
locally. "Médecins Africains" (the equivalent of medical assistants) were prepared in Dakar 
(Senegal). Nurses were trained in Brazzaville and Ayos - cities alép outside the 


territory. In this period WHO played no direct role. 


The years 1960-1970 were the first decade of national independence. With support from 
WHO fellowships, a few of Gabon's young people studied medicine in Quebec or France; some 
remained abroad. The Plan quinquennal for the development of health services was 


established in collaboration with WHO and permitted initial Programming of the needs and of 
training Programmes for health personnel. Then WHO consultants advised on the development of 
training programmes for nurses and midwives at ENSAS. 

The decade 1970-1980 brought the discovery of oil and oth 
so-called "economic miracle" of Gabon. The CUSS was Started, the ENSAS was expanded, and 
Programmes were developed in maternal and child health care, communicable disease control and 
other health fields. Problems of coordination between cuss and ENSAS, and between both of 


é needs have still to be worked 
out. The WHO emphasis on Promoting primary health care, however, is accepted in principle 
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ervices to bring corresponding benefits to its people. As an independent nation, Gabon is 
still young, but with proper planning, a strong political commitment to its espoused goals 


ind hard work, its future in health and many other sectors could be among the brightest 


: in 
\frica. 


Costa Rica 


This small Central American republic of 2 100 000 population (1978), became independent 
in 1821. It is predominantly agricultural - coffee and bananas being its major exports - 


but, unlike its neighbours, is composed mainly of small family-size farms rather than large 
plantations. 


Background. Since a civil war in (in 1948-1949), Costa Rica has had democratically elected 
governments and political stability. It is one of the few nations in the world that has 
only a domestic police force and no standing military establishment. In the health sector, 
like most Latin American countries, it launched a social security programme providing medical 
care to employed workers and their families; this was in 1943. In 1975, all hospitals were 
brought under the social security programme, while all preventive services and other func- 
tions were kept under the Ministry of Health. Some 95% of the population is entitled to 
publicly financed medical care. Nevertheless, the overall health system remains fragmented, 
with services provided by: (1) the Ministry of Health, (2) the social security programme 
(ccsS), (3) a national water and sewage-disposal organization, (4) a private medical care 
sector, and (5) several semi-autonomous institutes dealing with alcoholism, malnutrition, 
industrial injury insurance, and other problems. Currently the largest number of health 
personnel are in the social security programme (20 000), with another 3000 in the Ministry of 
Health, and 5200 in other organized entities - for a total of 28 200. 


HMD process. Largely because of the fragmentation of health responsibilities just noted, 
health planning in Costa Rica has not been comprehensive. In the Ministry of Health there 
is a health planning unit which relates to an overall National Office of Planning; this unit 
has done planning, however, only for the programmes of the Ministry itself. Within this 
limitation, sophisticated planning methods were developed in theory, but it was not possible 
to apply them (see Chapter IX on the planning objective and the difficulties with the PAHO- 
CENDES methodology). 


With the major reorganization of health activities effected in 1975 (all treatment 
facilities and services assigned to the CCSS and all prevention services to the Ministry of 
Health) pressures developed for a stronger and broadened scope of health planning. Many of 
the older hospitals that had transferred from the Ministry to the CCSS required upgrading, 
and costs rose sharply. There were also signs of an over-production of physicians (see 
below). To cope with these problems, in 1979 the President established a National Health 
Council, representing all the major health entities as well as the University, for the 
purpose of coordinating the divers health programmes. —~ 


In the late 1960s, the Ministry of Health planning unit had put forward a rather tradi- 
tional plan for gradual extension of the Ministry's services during the decade 1970-1980. 
In the early 1970s, however, certain events occurred which led to a sweeping revision of this 
plan in 1974. The new plan called for total population coverage with health services by 
1980. The events leading to this much more ambitious health plan may be briefly summarized. 


First there was the "San Ramon Experience”. In 1950, a young physician had been posted 
for his rural social service to the town of San Ramon. He left in 1952 but returned in 1954 
as director of the local. hospital. From this position, he had the authority to oo eae 
the organization of several local health stations in nearby villages; these stations oak” 
staffed with health auxiliaries who had received very brief training at the heapbea = 
Between 1955 and 1970 10 of these stations had been established. The auxiliaries cece dal 
home visits to give vaccinations and advise on sanitation. The innovative San Saal 
cian then submitted a proposal to the Ministry of Health for an erpenst0n : are é 
throughout Costa Rica; the response was an agreement in theory but tt aetna pee! 
He approached the CCSS, with similar negative results. Then he a aes : ee be jai 
submitted directly to the Congress, and money was finally provided to the Ministr} 
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be making physician's care accessible to 95% of the population (87% being ht 
and their families, plus 8% indigents). The remaining 54 of people are selfemploy 


families using the private health sector. 


Beyond these events leading to extension 


With all these developments, one can appreciate why around 1974 the health planning goa! 
for the decade was changed to the attainment of total coverage of the Costa Rican populatior 
by health services by 1980. This success story should not, however, obscure the fact that 
many problems remain. The administrative structure of the Ministry of Health, with its 
preventive services, divides Costa Rica into 5 regions, while the social security treatment 
programme has 7 regions. More important, there is still inadequate coordination between the 
Ministry's preventively oriented health centres and the CCSS ambulatory treatment clinics. 
The new National Health Council is expected to tackle these problems. If it succeeds, such 
coordination should contribute also to more effective health manpower planning. The urgent 
meed for this planning is manifest when considering Costa Rica's many activities for the 
training of health personnel. 


Health manpower production in Costa Rica has been a robust process, but lacking in 
central or coordinated planning. A medical school was established at the University of 
Costa Rica in 1959 with 150-180 new students each year. In 1976, therefore, a second 
medical school was organized under purely private auspices; the faculty is composed entirely 
of private medical practitioners. The first class is expected to be graduated from this 
school in 1981, with 50-60 new physicians. In addition to the output of these two medical 
schools, another 30 - 50 Costa Rican students attend medical schools abroad and then return 
home. In 1981, between 230 and 290 additional physicians will enter the health scene in 
Costa Rica — a number much greater than the system can absorb. 


Postgraduate medical work in Costa Rica is offered as residencies in the CCSS hospitals. 


Occasional continuing education sessions are sponsored by the Costa Rican Medical Association 
at the expense of drug companies. 


A school of nursing has been functioning in Costa Rica since 1917 and, after several 
changes, the hospital-based 3-year nursing course was reinstated in 1971. 


There is a shortage of professional nurses in Costa Rica - a total of only 762, half of 
the number of physicians. To compensate for this shortage, a much larger supply of nursing 
auxiliaries has been trained directly by the Ministry of Health since 1954. A 9-month 
y each year, until it was terminated 
a Sig we funds in 1979. In 1972, however, a similar course for nursing auxiliaries was 

arted by the CCSS., Unlike practices in other countries, candidates for this training must 


Seenk bel rg neo -staduaten, At first these auxiliaries were prepared essentially for 
—— al work, but in 1973 an additional month of training in rural health was added, and 
wowen now serve also in rural posts. Altogether there are about 2760 nursing 


auxiliaries, Although their salarj 1 
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sts, health aides or responsables are also trained in a 4-day period In 1967, limited 
iy was started for traditional birth attendants (TBAs); after 500 had ea ns ae 
1s effort was stopped. TBA-attended childbirths are now down to 12% of the total = 


Regarding health manpower management in Costa Rica, reference has already been d 
e imminent (or already present) surplus of physicians. Because of the PMOL ere 
ties, many of the young physicians sent for social service to a rural post decide to st : 
. This, of course, helps achieve amore balanced geographic distribution of ph ere 
though there is naturally greater concentration in San José, the national poh ets er 


ample. there are now (in 1980) 25 paediatricians outside the capital; there were only 5 in 


Because of the very broad population coverage by the CCSS and Ministry of Health pro- 
-ammes, there is only a rather small market left in Costa Rica for private medical practice. 


11S is in striking contrast to some other countries visited in this study. Few physicians 
re exclusively in private practice, although about half of the CCSS physicians spend some 
ime in such practice. Within the CCSS facilities, there is a relative surplus of specia- 
ists (some having done postgraduate study abroad), so that many of them are doing work more 
propriate to general practitioners. Because so many CCSS physicians are _ hospital- 
riented, when they are stationed in ambulatory care clinics their work seldom has a proper 
ommunity orientation. Also, clinic nurses sometimes work as secretaries under exceptional 


ircumstances. 


When the CCSS and Ministry of Health programmes were integrated in 1975, steps were taken 


o make the salary scales equivalent. Uniformity has not yet been achieved, however, and 
ersonnel in the Ministry facilities are still at a disadvantage. Public health physicians 
re particularly poorly paid, so that they often abandon this work. Sanitarians are also 


oorly paid in the government service, and many of them leave for private jobs. 


In the health centres of the Ministry of Health, there is talk about "teams", but per- 
onnel relationships are often said to be poor. Relationships between professional nurses 
nd nursing auxiliaries are frequently strained. The latter would prefer to work under 
hysicians, although this may basically reflect the lack of preparation of nurses in the 
kills of supervision and teamwork. 


HO relations. Reference has already been made to WHO collaboration with Costa Rica in the 
ield of health planning, which was not very successful. In the field of nurse training, 
dvice given by WHO led to upgrading the entrance requirements and to extending the length of 
he curriculum; in the light of the eventual shortage in professional nurses, this advice 
ay not have been the best. On the other hand, the very useful programme for training 
ursing auxiliaries, started in 1954, was also launched with the advice of WHO consultants. 
n the early days of the University medical school, WHO was likewise helpful. 


Probably the major impact of WHO on Costa Rican health manpower policy came through a 
972 meeting in Santiago, Chile, which catalysed the change in the Ministry of Health goal 
‘or 1980 towards an emphasis on primary health care through the use of briefly trained 
uxiliaries (known in this country as the "San Ramon model"). Advisers from WHO worked side 
yy side with staff from the Ministry of Health in the planning and development of the rural 
.ealth programme and later of the community health programme. Later, at the 1978 Conference 
€ Alma Ata, Costa Rican leaders were inspired by the goal of "health for all" through 


ycimary care. 


0 fellowships, although there are many criticisms of the 
lengthy administrative processes involved in arranging them. Some of the overseas training 
srovided, it was said, has been inappropriate to Costa Rica's needs. A preference was 


2xpressed for bringing expert consultants to Costa Rica. In fact, of all WHO money spent 
For Costa Rica in recent years, 75% has been on consultants, only 21% on fellowships, and 44 


Good use has been made of WH 


>»n eguipment. 


No one interviewed in this country was aware of how Costa Rica may have influenced WHO. 
for the future, it was thought that WHO should hold more workshops in the field of ae 
service management. WHO has been helpful sometimes in impressing upon ihe (ea, e 
»asic importance of the health sector. More ofithis type of influencey1s wantedc- 
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’ country wil 
erous Latin American 
is a small but relatively baa my ee oats ae 


dely distributed lar 


Costa Rica, in summary, ; badd Jal 
remarkable political stability since its civil war oy oo teats of vi 
mentary structure, the absence of military forces, an ocial welfare. 
ownership impart to the country a strong orientation to s 


rural posts, where healt 


Combined with the coordiné 
this has led t 


i f 

Since about 1970, the gradual extension of a saowre ) 

auxiliaries provide primary health care, has beth nlapearerss: Wein. 
tion in 1975 of the Ministry of Health and social securl ye 
coverage of virtually the entire population with health services. 


several problen 
Nevertheless, the pluralistic structure of the health system leaves P 


: ini h and th 
unresolved. In spite of the formal coordination between the Me Tere 
social security programme, there is still a wasteful dichotomy in er sage ¢1,onedaccaae 
and curative services. With respect to health manpower, planning has eet bi nets ma 
little relationship between estimates of need and the numbers and types “ epee ae 
There are evident surpluses of some types of personnel (e.g., physicians ve = me 
health system's requirements, and shortages of other types (e.g., nurses). Be, 
has been staunchly autonomous and unresponsive to objective health manpower ne . 


While important health indices (e.g., infant mortality and repeggeet 72 eke os 
have shown great progress, the need is now felt for more attention to geriatrics and chroni 
disorders. Much more careful planning of health manpower is wanted, with adaptation ° 
manpower production to the needs of the health services. On the training of healt 
auxiliaries, nurses, and other personnel, there are calls for more perceptive evaluation. 


Barbados 


This small attractive island in the Caribbean has an estimated 1980 population o: 
260 O00. Although its major economic base for many years was sugar production, in recen! 
times its principal income has been derived from tourism. 


Background After more than 300 years of colonial rule, independence was granted in 1966. 
As shown in Table 7, there is a remarkably high rate of literacy (nearly 100%), and a long 
life expectancy, which accounts largely for Barbados having the highest index of development 
among the six countries studied. In 1976, the Barbados Labour Party was elected to power, 
replacing a party which had ruled during the country's first ten years of independence. 
Among other things, the Labour Party pledged to introduce a national health service, for 
which the planning has played a central role in health affairs. 


HMD process. After independence, health planning in the Ministry of Health was conducted 
through a Planning and Priorities Committee, chaired by the Minister; some of this 
Committee's ideas were utilized in Caribbean regional planning through the Caribbear 
Community Secretariat (CARICOM). In 1978, a major change occurred in the general health 
planning process, and in health manpower planning in particular. In the Ministry of Health 
a Project Design and Implementation Unit (PDIU) was organized to undertake the planning of 
the national health service which the Barbados Labour Party had pledged in its manifesto to 
bring about. Prior to the establishment of the PDIU, health planning in the Ministry had 
been essentially pragmatic and short-term, intended to respond to the needs of the Ministry, 
including the Principal hospitals on the island, a number of health centres, and all preven- 
tive services. However, the private sector, which provided most of the primary care - 
inc Luding services from private general practitioners and pharmacies - maintained a somewhat 
distant relationship with the public health sector. A stronger linkage is now forged 


between the public and private sectors through the implementation of the national health 
service. 


Health planning for the national health service (NHS) t 
all Barbadian resources, public and private. While secondary 
well organized, primary care in Barbados was very fragmented; 
general practitioners for private fees, but also at the Casualt 
Queen Elizabeth Hospital (without charge), 


and in other ways. The NHS plan tentatively adopted calls for c 
an atray of primary care teams made up of 


and tertiary care were quite 
it was given not only by 
y Department of the large 
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veloped at the sites of general practices, health centres, and newly constructed poly- 
inics. Every resident would be entitled to obtain integrated primary health care from one 

these teams. Staffing the teams, however, would require some increase in the supply of 
meral practitioners and additional training for community nurses. 


Regarding health manpower production, Barbados physicians have been trained mainly at the 
viversity of the West Indies (UWI), with its principal medical school campus in Kingston, 
amaica. This school has essentially emulated the British model, requiring 6 years since 
178 (before then 5.5 years). The first year offers preclinical sciences, the next 3 years 
re for clinical studies, and the last 2 years are for clinical internship in a hospital. 
1e internship years may be taken in Barbados (at the Queen Elizabeth Hospital), and every 
>ar 20 or 30 of the 100 entering medical students do so; these include 8-10 Barbadians. 
yst of these students have scholarships, and the Government of Barbados may require service 
rom them in the public system (if there are positions to be filled), on the basis of one 
ear of service for each year of scholarship support. 


The Department of Preventive and Social Medicine at UWI is quite strong, and offers 
nstruction in each of the first 4 years (in Jamaica). The third and fourth include field 
isits to public health facilities and a period of work in a Jamaican village. Postgraduate 
esidencies for specialty training are offered at the public hospitals in Jamaica, Barbados, 
r Trinidad. Limited continuing education for all physicians in Barbados is offered by the 
WI in three half-day symposia each year. 


Since 1927 nurses have been trained in Barbados at a hospital-based school, under the 
upervision of the Ministry of Health, which operates the hospital. Evidently more nurses 
rere trained than could be employed by either the hospitals (including one private facility 
nd several district hospitals for long-term patients) or the public health programme, 
yecause some are unemployed or underemployed. There is no tuition, and five applications 
‘re received for every place in the nursing school. This is no doubt related to the large 
1umber of secondary school graduates (virtually 100% of the young men and women). 


In 1978, a decision was made to transfer the nursing school from the hospital setting to 
-he new Barbados Community College, under the Ministry of Education, but this matter has not 
yet been finalized. This college also trains laboratory technicians and other allied health 
»ersonnel. Since 1975, public health inspectors have been trained in the Ministry of Health 
through a 2-year course at the Barbados Community College. 


Nursing assistants have been trained at the Queen Elizabeth Hospital (a l-year course) 
since 1970; about 40 per year had been turned out, but this has now been reduced to 20. 
Postbasic nursing qualifications may be earned in midwifery and in psychiatric nursing. 


Regarding health manpower management and utilization, the problems of fragmented delivery 
of primary care and the misuse of the hospital casualty department were noted above. As a 
small island, Barbados has no significant problem of physician maldistribution; almost all 
points can be reached by road within a half-hour. Primary care, as noted, is provided 
mainly by private general practitioners, but some of them also work part-time for the 
Ministry of Health, staffing district clinics for the indigent. Another problem of misuse 
pertains to the engagement in part-time private practice of most of the salaried hospital 
specialists; a substantial share of patients seen in these private offices (including a few 
multi-specialty group practices) have ailments that are more appropriate for a general 
practitioner. (This wasteful tendency would be corrected by the NHS plans, if they are 


implemented. ) 


The salaries of full-time public health physicians are relatively low, and several of 


these posts are filled by expatriates. Nursing salaries were formerly low, but have now 


been raised. The time of public health nurses, it is reported, has often not been fully 

utilized. 

WHO relations. In general, Barbadian health personnel speak favourably of WHO. © oe 

ships have been considered very helpful, in spite of complaints about bureaucratic He 

dures Workshops, consultants, and publications were, on the whole, assessed positive oe 
World Health Assembly resolutions are always studied by the 


i tual content | 
eiateiee. (oo°Sbes of Health, although Barbados does not always send a delegate 


decision-makers in the Ministry 
to the Health Assembly. Meetings of the Pan American Health Organization (WHO Regional 
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are attended regularly. The crucia 
Barbados - stressing primary car 


Office for the Americas) Directing Council, however, 
distribution - was influenced b 


; ‘ —" 
political decision to launch a national health oe nll 
by general practitioners and a more efficient system 


observations in United Kingdom, rather than by WHO. 


i i he Ministry o 
i from the hospital (under t 
ci aa pty Pr Petey Dire ee of Education) was made on the advice o 


and the change may lead to lesse 
(One must recall 
the output was no 


The proposal 101 
Health) to the Community College (under the Ministry 


i i dvocated by WHO, 
PAHO. This seems contrary to the policy a 
integration between health manpower development and health diye Magen 
however, that even with the nursing school under the Ministry oO ea 5 


perfectly adjusted to the service requirements. ) 


For the future, Barbados would like collaboration with WHO in training peter alg Se 
management of the new NHS. In general, the NHS plans have sharpened the recogni 1on © ‘ 
need for more sophisticated and continuous manpower planning in _Barbados. The a 
general practitioners need continuing education in preventive medicine if they are to be 
entrusted with immunizations and with maternal and child health work (now done separately lr 
the Ministry's health centres). Training in geriatric nursing is also needed if the 
district hospitals for long-term care are to be improved. — These illustrate subjects, it was 
stated, on which Barbados would have wanted workshop training. 


In spite of its long colonial status and only recent independence, Barbados is a small, 
moderately developed and highly literate island country. The election of the Labour Party 
to power in 1976 led to ambitious plans for a national health service that would start with 
the reorganization of primary care to be available to everyone. Secondary and tertiary care 
are already well provided at one major hospital. The NHS goal has stimulated much more 
serious health manpower planning than in the past, and it is expected that manpower produc- 
tion - particularly at the postgraduate level - will be capable of meeting the requirements 
of the NHS system in the near future. 


Comment 


This completes a summary of the field observations in six developing countries, of 
diverse social, economic, and political character, with respect to their policies and prac- 
tices in health manpower development - against the background of their total health systems 
and with respect to their relationships with WHO. Various inferences may be drawn about the 
nature of the whole HMD Process, in relation to the sociopolitical characteristics of 
countries, but this will be done in the concluding chapter. 
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Chapter XIII 


WORLD TRENDS IN HEALTH MANPOWER 


Previous chapters have attempted to characterize health manpower development in countries 
ver the last 30 years, and the interactions of WHO and its Member States which influence WHO 
ealth manpower policies. WHO, in turn, has promoted over these decades a changing blend of 
ealth manpower policy objectives. What has been the net outcome of all these activities? 


orld movement for health advancement 


One must never lose sight of the dependence of health manpower policies and programmes on 
verall national health policy developments in countries. As discussed throughout this 
tudy, since the end of the Second World War there have been in most countries enormous 
hanges in the structure and functioning of national health systems. The economic support 


or health services has become increasingly collectivized - whether through the mechanism of 
uublic taxation, social security, or voluntary insurance. Patterns of health care delivery 
ave become increasingly organized - very strikingly for hospital care but also for ambula- 


‘ory care. While the greater part of this organization has applied to the curative services, 
reventive services of a wide spectrum have also expanded in both their quantity and their 
legree of organization. Much of this development has required the construction of physical 
facilities for both bed patients and ambulatory patients; hospitals and health centres have 
yeen established in greater numbers and capacities, and in many countries they have become 
‘inked in regional networks of institutions. 


Related to and supporting of all these processes have been large and varied programmes 
‘or the training and development of health manpower. With advances in the health sciences 
and greater understanding of the dynamics of health services, an increasing diversity of 
rypes of health manpower has been trained and used. The responsibilities that were once 
>arried by a lone village healer are now distributed among scores of categories of health 
»ersonnel. Considering the subspecialties in medicine, nursing, and other fields, the 
iisciplines in which personnel are trained and used must now be counted in the hundreds. For 
the provision of primary health care, auxiliary health personnel - with diverse skills, 
ritles, and roles - have been trained in a vast variety of models throughout the world. 


In the text below, we offer data, to the extent available, on the observable trends in 
1ealth manpower development in countries over the last 30 years. We shall try to present 
this information in accordance with the series of policy objectives that took shape over 
these years as a result of the dynamic interaction between countries (Member States) and 
JHO. First we shall examine the trends toward eight specified objectives, in so far as they 
can be defined. These accounts will correspond to the sequence of chapters im Bantiiwo of 
this study. Then we shall explore the relationship of manpower trends to the health status 
the improvement of which is the ultimate purpose,;—after all, of all national 
health systems. Finally, we shall try to evaluate the impact of WHO, if any, on health 
manpower trends - conscious always that WHO is itself a creature of the world community of 
nations, and its influence can only be in many ways limited. 


Trends in the guantity and types of health manpower 


The expansion since the Second World War of both the types and numbers of health person- 
nel in countries has already been observed. In more detail, what has happened? 


of populations - 


according to a WHO investigation, 603 medical schools in the world; 
in the world total of 


the same period by 


In 1955 there were, ; 
by 1975 this number had risen to Ty, eh6,j This increase of 854 


medical schools occurred while the global population increased during 
about 422. 
s the distribution of these schools between developing and developed 


countries. If data were available for a century ago, 1880, there is little doubt we = 
the world's medical schools would be found in Europe, North America, and other ee poe 
regions, and only 10% in the rest of the world. In 1955, of the 631 medical schools throug 
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More significant 1 
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By 1975, of the 1124 medical schools, 


ntries. 
out the world, 40% were in the developing cou eloping country schools, moreover, 


’ dev 
54% were in the developing countries. ia ore oe 9g 
the number of students per class is excessively +arge- 


i d output of 
’ 75 has yielded an increase 
1 schools between 1955 and 19 ie 3 
in one ee Ee 1950, there were 1.1 million physicians sintelly ee ; 
Re atge of Gh the Democratic Republic o 


, 
n > ? 


i in the growth of 
illi 1s 1 bstantially greater than that in 
2.2 million. This increase was su ; pags: 
ee ans the ratio of physicians to population had increased ee a penne 
in 1950 to 79 per 100 000 in 1970.2 By 1977 there were 81 physicians per g y- 
i 
These growth rates in medical manpower were, of course, ner the a: a ae 
ici j i } le from unpublished statistics o 
phy ans by major world regions are availab 
ATR Grganieation. The ratios per 100 000 population in the years 1950 and 1975, along 


with the rate of growth of these ratios, are as follows: 


Physicians per 100 000 


World region 1950 1975 Rate of growth (4) 
Africa yg 11 22:2 
a. 89 112 25.8 
Asia 22 31 40.9 
Europe 92 168 82.6 
Oceania 88 114 29.5 
USSR 131 288 119.8 


From this tabulation, several meaningful contrasts may be observed. In Africa, for example, 
the density (ratio to population) of physicians was the poorest of any major world region in 
1950, and it remained the poorest in 1975; yet over this quarter century the physician 
density increased by 22.2%. The next lowest density was in Asia (excluding China) for both 
years, although the rate of growth was still substantial, at 40.9%. 


Compared with Europe and the USSR, however, the tempo of growth of physician density in 
both Africa and Asia was slow. Europe had many more physicians to start with in 1950 than 
either Africa or Asia, and by 1975 its density had increased by 82.6%. Thus the gap between 
these developed and developing continents had actually widened across the 25-year span. 
Nevertheless the actual densities of physicians in both of these developing continents 
increased to a certain extent. We know, of course, that the health needs of the developing 
continents are vastly greater than those of Europe and North America, while their physician 
density differentials are just the Opposite; and it is these disparities that constitute one 
of the great challenges to international health work. 


Separate data are available for Latin America (rather than the Americas as a whole) for 
the years 1950 to 1970. In several Latin American countries, the establishment of new 
medical schools was especially frequent in this 20-year period. The density of physicians 
accordingly rose from 471 per 100 000 in 1950 to 654 per 100 000 in 1970, an increase of 
38.9% (greater than that for the Americas as a whole in 1950-1975) .4 


Trend data for other classes of health personnel are not so readily available as for 
physicians, but certain observations are possible. For the 10-year span from 1965 to 1975, 
for example, the global supply of professional nurses and midwives increased from 124 to 153 
per 100,000 population. The rate of growth in density of these personnel in developing 
countries, however, was much slower than in developed countries - not to mention the very 
much lesser density in both years.” The following tabulation shows the trends: 


Types of country Nurses and midwives per 100 000 
1965 1975 Rate of growth (%) 


Developing countries 26 29 11.5 
Developed countries 296 375 26.7 
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h : ; ; : 
ee Ln SaaS oc be countries the density of professional nurses and midwives grew b 
ak. over the 1965-1975 decade. Yet in both periods the developed countries had more io 


0 times the density of the developing countries, and the rate of growth of this density was 
lore than double the comparable rate in the developing countries. ; 


Unfortunately, these disparities were not compensated by the supply of auxiliary nurses 
and midwives across the same span of years. For this category of personnel, 


t * 
as follows: he trends were 


Types of country Auxiliary nurses and midwives per 100 000 


1965 1975 Rate of growth (4%) 
Developing countries 20 24 20.0 


Developed countries 116 eye 10 


The rate of growth of the auxiliaries over the same decade is again appreciably lower in the 
developing countries than in the developed ones. 


For dentists the disparities between developing and developed countries have been even 
greater. In developed countries there were 34 dentists per 100 000 population in 1965 and 
this ratio rose to 39 by 1975. In developing countries the density was only 5 per 100 000 in 
1965 and it remained 5 per 100 000 in 1975. Dental operating auxiliaries (such as the New 
Zealand dental nurse) had a density of only 1 per 100 000 in the developing countries in 1965 
and it remained at this level 10 years later; in developed countries these auxiliaries 
increased over this decade from 5 to 9 per 100 000. 


Laboratory technicians rose in density from 1 to 2 per 100 000 in the developing 
paunkrics, beatwasn..1965 and 1925,..-buhi.from 284to 43. per, 100,000 an, the developed countries. 
Radiological technicians also rose from 1 to 2 per 100 000 in developing countries during the 
decade, and from 16 to 19 per 100 000 in the developed countries. 


In a word, the densities ,of almost all conventional types of health personnel rose 
somewhat between 1965 and 1975 in developing countries, but their rate of increase in 
developed countries was usually much greater. Even though these data are obviously 
influenced by the accuracy of manpower reporting (which is often weak in developing 
countries), such deficiencies would not greatly affect trends; in fact, since reporting 
could be expected to improve with time, the true rise of trend in developing countries might 
even be less than the above data suggest. 


Trends in personnel performance 


Several of the health manpower policy objectives analysed in previous chapters relate to 
the manner of functioning or the performance of health personnel. These would include (a) 
the objective of improving quality in the sense of academic excellence, (b) the objective of 
efficiency or economical patterns of work, and (c) the objective-of relevance of personnel or 
the appropriateness of their work to the needs of the people they serve. What is known about 
trends in these three attributes of health manpower +n the world over the last few decades? 
This is not an easy guestion to answer, but certain observations may be made. 


Regarding quality, one indicator of the conventional concept of scientific qualifications 
in medicine is the development of specialization. It is generally recognized that much of 
the incentive of medical graduates to enter specialties results from the highly "“sophisti- 
cated" and technological approach of their undergraduate schooling. 


In the more industrialized and developed countries, the worldwide trend to increased 
specialization of the medical profession has been very clears / In previous chapters we have 
noted some of the influences in medical science, health care financing, and population 
changes contributing to this. We have also taken note of the reaction that arose in many 
countries around 1970 to stem the tide of specialization, and to give greater eee ¥ 
the strengthening of general practice or family medicine. Immediately after the Pre ee — 
War, however, the movement to specialization 1n the developed countries was Pee aa ek ae 
the decade 1960-1970, a WHO study reports exact changes in 14 developed countries Ses 
European). The proportion of all physicians in specialties in these countries was y 
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Moreover the rate o 
er, to 58.1% by 1970. 
Noro 56-8 pr ih on ee ag toe over this decade than the equivalent rat 


iali 100 000 population rose muc cmek 46.8% compared to 
— cages ape Pred Piggies (per 100 000) of specialists rose by i 
or non-~ ; 


rise of only 9.9% for non-specialists. 


In developing countries, data are not available on overall trends in ee a Ue 

foai at is ; Saeed been less than in the developed countries, but ee > 
ag iim 4 Another indirect reflection of advances in academic one ee 
mcr -_ ota dimokntas countries is found in the cross-national trends of P ysicial 
de Bin pe and for some time after the Second World War, the movement 95 Sree 
as been predominantly from the Seve eres Les PevOing nS, COUGESTSS: . . VAY eee aan 
Europe to the colonies in Asia and A rica. ome ye ' : a »  cauingaan. oe 
reversed. As former colonies became independent and increase eir itp oem 

ates left for study and often permanent settlement in Europe an 

li oF ieN shown strikingly 2 the USA, on which statistical data are available 
according to the region of origin of the migrating physicians: 


Region of origin Percentage of foreign physicians entering USA 


1965 1969 1973 

North & Central America 21 14 15 
Europe 26 25 20 
South America y 7 1) 
Asia 40 48 46 
Africa 7 4 6 
Other areas we pig rer 
All regions 100 100 100 


Thus, from North America and Europe the trend of migration to the USA between 1965 and 1973 
was downward, while from South America, Asia, and Africa the trend was essentially upward. 
Similar trends have been documented for the migration of physicians from certain Asian 
countries (India, Pakistan, and Sri Lanka) to the United Kingdom. 


In Chapter VI we discussed the detrimental effects of this migration from less- deve loped 
to more-developed countries. Yet it must be realized that developed nations, such as the USA 
and the United Kingdom, allowed the entry of these foreign medical graduates only when their 
medical qualifications were deemed acceptable by the recipient country - as shown by passing 
certain examinations or in other ways. It is reasonable to infer, therefore, that the 


war years were approximately similar to those in the developed recipient countries. This 
Says nothing, of course, about the Suitability of professional education for the needs of 
developing countries, but only about the attainment of the goal of higher academic standards 


(that is, similar to standards in highly developed countries), espoused in the early years of 
WHO. 


Regarding efficiency of work patterns, Chapter VIII discussed the training of health 
auxiliaries, the use of health teams, and training for effective management of health 
Systems. What can be said about trends in these three types of activity? 


Precise data on trends in the availability of multipurpose health auxiliaries in the 
world are not available. Earlier in this chapter, however, we noted the increased density of 
auxiliary nurses and midwives in both developing and developed countries (though to a greater 
extent in the latter), between 1965 and 1975. It may also be noted that over the same 
decade, the countries reporting to WHO on their supply of multipurpose health auxiliaries 
rose from 1 to 23 (22 of these, in fact, being developing countries), Professional nurses 
also, of course, contribute to more efficient delivery of health care. Their increased 
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The trend in the use of Organized health teams throughout the world 
— document. The hospital, as a setting for teams of 
should not be overlooked, and the ratios of hospital beds to 
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on nearly all countries. B 
| SACRE Pe oan imam ~~ is - beds per 10 000 population in Ghana, for 
che eoratio» tose from 9,3! 'to' 7.82? while? 4 

ome countries (e.g., Jordan) the hospital bed-population ratio has actually decl; ; 
ainly due to the rapid growth of population - the world trend in both Ta caliones me pao A 
Lng countries has clearly been towards a greater number of hospitals and more iaaicdee a 
onnel in them. In fact, in many countries - because of rising health Skpeahi tones “hase 
ther reasons - around 1970 there arose reactions that led to deliberate constraints 
Oospital bed expansion and encouragement of more facilities for ambulatory care. fi 


Health teams for the provision of ambulatory care have also undoubtedly been increasing, 
nm comparison with isolated practitioners of either modern or traditional medicine. In many 
eveloped countries, such as Canada, Japan, the United Kingdom, or the United States of 


merica, much of this teamwork takes the form of private group medical practice. In all the 
ocialist countries, teams of personnel are the general rule for delivery of ambulatory care, 
oth preventive and curative, at health centres or polyclinics. In most developing 


ountries, particularly in rural areas, various types of health centre have increasingly 
fecome the setting for delivery of health services to low-income populations (who are, of 
ourse, in the great majority). This was evident in all six of the countries studied and 
liscussed in Chapter XII. In so far as governmental (as against private sector) health 
ervices are being provided in virtually all developing countries, teams of personnel in 
.ealth centres, or even at small health posts, at primary health care level, are increasingly 
the standard mechanism for furnishing health services. 


Finally, in relation to efficiency, the training of personnel for effective management of 
1ealth services has manifestly been receiving increased attention in countries of all types. 
such training is given in many settings - in universities, in Ministry of Health training 
schools, and in various hospitals and health centres. The specialized school of public 
nealth, where academic degree programmes are offered, is a major setting for training in 
nealth care management. The first WHO World Directory of Schools of Public Health, descri- 
sing the situation in 1965-66, identified 87 such schools in 42 countries. Only five years 
later, in 1970-1971, a subsequent WHO directory identified 121 schools of public health in 44 
sountries.!! This did not include specialized schools of hospital administration, which 
also teach health services management and have clearly been multiplying, nor medical schools 
giving special instruction in public health. Judging from the comments by health personnel 
in the six countries reviewed in Chapter XII, the demands for much more suitable instruction 
in health management are much greater than are being met, but even the articulation of the 
need is a sign of progress on this aspect of seeking greater efficiency in the use of health 
personnel. 


Trends reflecting the relevance of health manpower training to the needs of each 
country's health services are also difficult to measure; there is much partial or episodic 
evidence, however, of advances towards this goal. 


We have noted in Chapter X the frequent advocacy in WHO of greater emphasis on the 
teaching of preventive and social medicine in medical schools. For many reasons, preventive 
and social medicine (PSM) teaching in medical and other professienal schools undoubtedly grew 
stronger over the years after the end of the Second World War. Epidemiology — great 
strides, pointing to new methods of disease prevention and control. Society s demands 
for organized social action to promote human welfare increased everywhere. Universities 
were bound to echo these developments, and in medical schools this usually meant the streng- 


thening of PSM teaching. 


n of this trend on a worldwide basis has not been done, but the trend 
Prior to the Second World War, it was common 
- often linked to departments of 
After 
either 


Precise documentatio 
is evident from observations of several sorts. : 
for medical schools to have academic departments of hygiene 
bacteriology - concerned with problems of sanitation and communicable disease control. 
the war, and especiallye in the later 1950s and the 1960s, these departments sprees ‘ 
replaced or supplemented by departments with a much broader approach — aoe a ied 
inclusion of the word "Neocial''. in their titles. It 1s noteworthy that as th neers 
Conference on Medical Education, tnsrliooy discussed the teaching of virtual shpat a - 
science and clinical discipline, but the only topic with any PSM flavour prceenicrneds NE 
tropical medicine. Six years later at the Second World aoe ee eee prhctipe oN 
in 1959, there were four presentations, on "socioeconomic aspects OL «-+- 


i i Lc1 hi ference on Medical Education, 
and the "teaching of social medicine’. The Third World Con 
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- a factor in socioeconomic develo 


: : tion y ; 
in 1966. had for its central theme: ‘Medical educa son Tied del aes -al GaSiale 


E ; 9 
16 The Fourth World Conference on Medical Education, in 1972, 


a ' 
ge but was devoted to such subjects as: 


of basic or clinical sciences at all, 


- community health needs ; 
- socioeconomic factors of population and society 


ical care 
~ patterns of medica 
- health manpower and the delivery of health care ae (aa 
patterns of professional practice that promote and hin er ae 
- comprehensive educational planning as a means to initiate c g 
- teaching the teacher to teach. 


: : Pe 
The conceptual trend from the technical to the social approach to medical education was qu 


clear. 


A study of trends in the teaching of public health in the medical schools of 19 Europea 
i blished by WHO in 1957 provides much evidence of the broadening content an 
Sa otal 4 i 1 icula.! It describes three period 
generally increased place of public health in the curricu he Se 
in the evolution of this teaching (up to 1952): first, the period dominated by bacteriolog 
and sanitation; second, the period when hygiene on a practical level became separated fro 
bacteriology; and third, the 1950s, when "public health” was replaced by social medicine 
as well as the clinical approach to preventive medicine : In the ‘United States ° 
America, advocates of PSM teaching did not have as great an impact on medical school curri-: 
cula as they would have liked, although academic attention to the field clearly expande 
after the Second World War.29 In the late 1960s, usually under the umbrella title o: 
"community medicine", the social factors in disease and the social organization of healtl 
services won increasing attention in most medical schools.2l 


These trends in the teaching of PSM were not limited, of course, to Europe and the Unite 
States. In 1955 the All-India Conference on Medical Education had emphasized PSM teaching, 
as did the Pacific Regional Conference on Medical Education in 1958. A series of seminars or 
teaching preventive medicine in Latin America were held in 1956, and in 1961 a conference or 
teaching of preventive medicine was held in Iran.22 A meeting in India in 1968 heraldex 
the meee cpenas of social and preventive medicine in Indian medical schools over the previous 
10 years.2 In the 1970 Heath Clark lectures at the University of London, a glowing report 
was given of the training in community health that had evolved over the previous 20 years at 
the medical school in Cali, Colombia.24 Somewhat similar developments are described alse 
at medical schools in Nigeria, Thailand, Uganda, the United Republic of Cameroon, and other 
developing countries. 


An extensive survey of medical education throughout Latin America was sponsored by the 
Pan American Health Organization in 1967. In 100 schools the average amount of curriculum 
time devoted to PSM teaching was 205 hours, and this was a definite increase over the 
past. The teaching content included not only such classical subjects as epidemiology and 
Statistics, but also health economics, the organization of health services, and behavioural 
or social science. In 45% of the Latin American schools there was extramural teaching about 
family and community problems. The investigator concluded that "the changes occurring in the 
teaching of the preventive and social aspects of medicine during recent years have consti- 


essed the assignment of students 
teaching of preventive and social 
rth year students from all medical 
ve community medicine demonstration 


to tural health centres as the main approach to the 
medicine. 2/ Likewise, in the Philippines third and fou 


schools have been assigned for periods to "comprehensi 
areas in rural communities", 28 


This account of the growth of an emphasis on PSM teachin 
the world is far from comprehensive. It does not clarify, 
social or PSM concepts have entered into the 
clinical subjects = an approach widely advocated 
instruction), though seldom observed. Yet 
medicine, or however the field may be defined 


g in medical schools throughout 
furthermore, the extent to which 
teaching of basic science or traditional 
(in contrast to separately identified PSM 
» €& stronger place for chairs of preventive 
in medical schools, may have a long-term impact 


: f other facult y ; : . 
issue is unclear. uity members Admittedly, the evidence on this 
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Another refl 

Salen Er jon garictel conan — objective of relevance in professional training has 
; g o general practice or family medicine in medical educa- 
1on - advocated for some years by WHO and its expert committees. This is a recent trend and 
as been more prominent in developed countries - doubtless as a reaction to the exce ne 

evelopment of specialization in those countries during the first 50 or 60 years ands 
entury. The establishment of departments of general practice in medical schools the 
evelopment of postgraduate residency training programmes in family medicine, the aie anes 
ion of continuing education programmes specifically for the general practitioner have all 
een educational responses to the demands in communities - sometimes even in legislative 


odies - for a greater availability of physicians (and other health personnel) to provide 
rimary care. 


In the 1960s, the swelling proportion of specialists in many industrialized countries and 
he declining proportion of generalists led to demands within the medical profession itself 
© increase the social position and financial rewards of the general practitioner. The 
strategy in several countries was to define general practice as a specialty, requiring 
yrescribed years of extra training, equivalent to those in the conventional specialties. In 
the United Kingdom a Royal College of General Practice was organized in 1965, and in the 
Inited States a specialty of family practice was formally established in 1969. A study of 
Five other industrialized countries in the 1970s - Australia, Belgium, Canada, Norway, and 
>oland - showed a variety of strategies for strengthening and upgrading general medical 
practice in all of them. Specialty-type residency programmes were organized, all sorts of 
continuing education were offered, general practice departments were formed in medical 
schools, health insurance fees for GP services were raised, pension programmes were started, 
and so on. In Norway and Canada public authorities built health centres in which the GP 
could work in a team with nurses and other allied health personnel.29 


A survey of medical schools of Canada and the United States in 1975 found that the vast 
majority of them - 934 in Canada and 80% in the United States - were offering some sort of 
family care training programme; these consisted of undergraduate teaching, postgraduate, or 
both.29 In the United Kingdom, some special postgraduate training for general practi- 
tioners had been offered (in Scotland) as early as 1952, but rapid extension of these pro- 
grammes occurred only after 1966; most of these are, strangely enough, hospital-based and 
require 3 years.°! It is relevant that in 1966 the remuneration of general practitioners 
within the British National Health Service was increased and, along with this, Regional 
Advisers in General Practice were appointed to promote the postgraduate training 
programmes. 22 


This entire movement for enhancing both the quality and quantity of general medical 
practice in the highly developed countries, where specialization had become so extreme, has 
undoubtedly contributed to greater relevance in the work of the medical profession. In the 
developing countries, where formally recognized specialists still constitute a minority of 
physicians, this issue has not been so prominent. Continuing education of physicians, as 
discussed in previous chapters, has often been directed mainly to general practitioners, who 
constitute the large majority of all physicians. But the major approach to strengthening 
general primary health care in developing countries, as we have seen, has been through 
expanded training of multipurpose health auxiliaries. Earlier in this chapter, we noted that 
up to 1975 even this strategy had not developed to very large proportions. The Alma-Ata 
Conference on Primary Health Care in 1978 undoubtedly stimulated greatly accelerated training 
of non-medical primary health workers with broad functions. This was evident in all six of 
the countries analysed in Chapter XII. Numerous specific programmes of this sort, in which 
WHO has played a part, have also been discussed in Chapter VII. 


Another reflection of world trends toward the relevance objective has been the develop- 
ment of teacher-training programmes. An evaluation of accomplishments in this work for the 
decade 1969-1979 was recently made. The eight regional teacher-training cenbtces Be bhe 
Inter-Regional Teacher Training Centre in Chicago, USA, were found to be So ee 
tive work, although only a few national centres had been established. alheresne pena uy 
achievement was believed to be the stimulation of teachers, mainly in medica ne i bate 
explore new methods of teaching - such as more careful educational planning capone pre af 
formulation of learning objectives. The greatest weakness of the centres shana nee 

i 1 1 impact on the education of health personne other 
their failure to have a rea mpact ae Hoare ay EERE BO ae 
physicians; much greater attention 18 neede in wpa a 
training of effective teachers for non-physician primary nea 
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f teacher-training concepts in health pro 
on which only a prelim 
to persuade teacher 


Some indication of the degree of adoption 0 


fessional schools of the world is given in a ating Bas vith ort is 
: of teacher- 
mary report is so far available. A key feature tion. This global survey, there 


to define explicit objectives at the outset of any instruc a mat. in tart the de 
fore, posed to schools of nursing and medicine the question ° aa ites 
tdati tutions! objectives in its educational programme, defining these : 


* - nl : 
"a statement describing the expected results of learning experiences ee they ae 
themselves in the performance or behaviour of the learner, at any level aerate ee pee 
for any type of work; these results may be qualified by appropriate modifiers 


defined in the objective itself." 


For this survey, questionnaires were sent to 337 nursing schools and 614 medical oe 
first inquiring if they had formulated institutional objectives. Of the nursing schoo pi 
responded affirmatively, and of these 84 (or 24.9% of the total) submitted statements eemec 
to meet the above definition. Of the 614 medical schools, 164 responded affirmatively ana of 
these 58 (or 9.4% of all) submitted statements meeting the above definition. 


One may, im general, conclude that - interpreting the use of explicit learning objectives 
as reflecting the type of educational planning emphasized in teacher-training programmes - 
such methods might be applied by about one-fourth of the nursing schools and one-tenth of the 
medical schools throughout the world. We do not have data for an earlier period from which 
to draw a trend line, but one may infer that even these small percentages are probably an 


increase over the past. 


Perhaps a more significant reflection of the use of teaching methods that have been 
effective in preparing students for the relevant health problems in their nations and com- 
munities can be gathered from a consideration of the community-oriented health science 
schools discussed in Chapter X. At the 1979 WHO meeting which established a network of such 
institutions, there were participants from 18 schools. In the two volumes in the WHO Public 
Health Papers Series presenting case studies of innovative educational programmes for health 
personnel (No. 70 in 1978 and No. 71 in 1980), accounts are presented on 27, schools of 
which 20 were medical schools. If we were to assume that roughly three times as many medical 
schools in the world are, indeed, community-oriented (along the lines discussed in Chapter 
X), but have not yet been identified as such by WHO, this would amount to 60. In relation to 
the 1975 count of 1,116 medical schools in the world, 60 would mean about 5% of the total. 
Such a crude and arbitrary calculation would accordingly suggest that perhaps roughly one- 
twentieth of the world's medical schools are now educating physicians in a manner designed to 
be truly relevant to the health problems of populations to be served. 


This whole discussion of trends in health personnel performance - as reflected in consi- 
derations of the academic quality of their education, in the efficiency of their use, and in 
the relevance of their training curricula - is far from Satisfactory. We may hope that more 


complete data will permit more accurate assessments of trends in the future. On the basis of 
the limited data available, however, one may conclude that over the last few decades the 
academic quality of health professional education has probably improved - with some positive 
and some negative consequences (from the viewpoint of meeting social needs). The efficiency 
of health personnel has undoubtedly increased in most countries, although to an extent far 
below the true requirements. As for the relevance of health science curricula, one must 
conclude that in some respects (training in preventive and social medicine and enphania on 
primary health care) progress has been appreciable, but in other respects (use of souna 
approaches to educational planning and processes and community-orientation) only a small 
beginning has been made. By all three of these indicators of personnel performance, never- 


National health manpower policy issues 


liter elk a. questions on the quantity and pertormance of health manpower, one may 
err a Rae that eNO EG! tithes sense, larger issues of national health manpower 
ys ese would include the objectives of health manpower planning, full population 


co 
: caine’ cae the integration of health services and health manpower development. What hav 
cen the trends towards the achievement of these three objectives? : 
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Within the sphere of WHO, we have observed in Chapter IX that in the decade 1962-19 

riod III of this study) substantial interest arose in national health Vera d = 
alth manpower planning as part of this. Then in 1973 and later ented, ns 
clined, as disillusionment arose on the value of the highly ciadpAiak ints ss aetna 
proaches that dominated planning methodology; instead, emphasis was put on pei pert 
litical consensus and commitment for health actions based on general assessments of need. : 


Health manpower planning, nevertheless, usually permits and requires greater specificity 
1 countries than national health planning as a whole. In the developed countries, health 
are market dynamics, rising costs, and other factors have led to perceptions of needs for 
raining greater numbers of certain types of health personnel and fewer of others. To cite 
ome examples, in Belgium the viewpoint has grown that the country's physician resources were 
ecoming excessive; 36 in the United States and Canada, it is widely believed that national 
eeds for physicians will soon be met and that a surplus is imminent. In the developed 
ocialist countries, on the other hand, the stock of physicians continues to increase. 
ustralia and the Federal Republic of Germany are other developed countries where the medical 
arket is considered to be saturated with physicians. Under such circumstances, steps are 
eing taken to slow down the output of physicians and to limit the immigration of foreign 
edical graduates. Greater stress is being put on the training of nurses and other cate- 
ories of health personnel. These judgements lead essentially to planning decisions that are 
mplemented in various ways - often by modified funding for educational institutions. 


In developing countries, health manpower planning has taken various other forms. As we 
‘aw in Chapter XII, great stress has been put on the training of auxiliary health personnel 
n the six countries studied, as in many others. The needs are usually so much greater than 
he resources to meet them that almost any number of personnel that can be trained are 
-rained. The real limiting factor is simply the availability of resources. On the other 
1and, some developing countries - illustrated by Costa Rica (in Chapter XII) and also by 
3razil and Mexico - have proceeded to multiply their medical schools with hardly any central 
ylan for using the physicians produced. 3/ Considerations of the demand on behalf of young 
nen and women who wish to enter a prestigious profession seem in such countries to be more 
important than an assessment of the population's needs and the ability to support economi- 
sally the output of these medical schools. Similar considerations have characterized some 
sountries where numerous private medical schools have produced physicians and nurses largely 


for export. 


In socialist countries, the planning of health manpower has probably been more deliberate 
and systematic than elsewhere. Basing estimates of need on studies of health service 
utilization, standards for the staffing of health services are set. Then, within the con- 
straints of educational resources (school facilities, teachers, etc.) quotas are set for the 
output of various schools for health personnel. The decision of Poland, for example, to stop 
training feldshers around 1960, when the supety of physicians had become adequate, was an 
interesting reflection of manpower planning.? 


It is very difficult to epitomize world trends in health manpower planning as a whole. 
The political ideology of countries appears to be crucial. Probably the most fundamental and 
generalized fact is that practically all nations of the world have come to find it useful and 
important to have information - the numbers and the ratios to population - about the various 
types of health personnel in the country. Even such simple data were seldom sought or 
collected by countries 50 years ago. Beyond this, deliberate planning to meet population 
needs seems to be influenced mainly by market observations in free-enterprise countries ~ 
both developed and developing. Such market considerations include both the numbers and the 
expected annual incomes of each type of health personnel. In socialist countries, OF 
countries tending to move in this direction (for the health sector, if not generally) health 
manpower planning seems to be based mainly on an assessment of population needs; resource 
constraints, of course, may delay for some years the attainment of the desired’ norm or 


standard. 
coverage, it was obvious from the Alma-Ata 
few countries. The type of health 


to cover all areas of a country, of course, differs with its level 
The United Kingdom wants physicians, while Uganda at this stage of 
l assistants and primary health workers. The types of personnel 
aturally also change over time, as strikingly illustrated in 


Regarding the objective of opulation_ 
Conference that the ideal had been reached in only very 


manpower wanted in order 
of economic development. 
its development wants medica 
deemed appropriate for coverage n 
Chapter XII by policies in Malaysia. 
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raphic distribution « 

A crucial feature of the coverage objective, of course, cee Pabbetdinrs= 

lth personnel. Some highly developed countries ~ the Un : an chueetiectie aaa 
re : h ample national supplies of physicians, and yet . ere ere 
— ny with a edhe of them. Other less affluent countries os aggivono8 aaa 
=e Bae, - may have smaller national ratios of health seca srsphiioge een) danaeee 
rather balanced geographic distribution and coverage. The roel ge the delivery of ae 
which the country implements a structured system or framewor 
services, as compared with reliance on market dynamics. 

Even under the most free or unregulated market conditions, an overall cotponrgee 
national density of health personnel can lead to some degree of wach pe Ph ee. bs 
areas. We have noted in Chapter XII how, in Malaysia, private general prac L ete 
are under no obligation to settle in rural areas - often move to small niin se eae 
simply because the medical care market in larger cities has become saturate > Pere 
vailing force in many developing countries, on the other hand, is the greater rate g : 
(due to high birth rates) of rural populations. The net consequence of these opposin 
tendencies would have to be calculated before one could draw reliable conclusions abou 
overall world trends in health manpower coverage. 


The gap or disparity between urban and rural areas of a country may increase, even thoug! 
the density of personnel in rural areas remains constant. Thus, in the Republic of Korea 
the national supply of physicians increased from 29 per 100 000 in 1960 to 45 per 100 000 5 
1970.99 Yet, between 1964 and 1974 the physician density in rural areas declined from 30) 
of that in cities to 27%.49 tt is highly likely (though not certain) that this increasec 
disparity was due to the settlement of most new medical graduates in the cities - even thoug! 
the rural physician density may have remained unchanged or even improved. 


In certain countries health manpower coverage of national populations in recent years has 
improved remarkably. Achievements in making essential health services available throughout 
the great territory of the USSR are widely recognized. Coverage of the vast population of 
the People's Republic of China with barefoot doctors has been discussed in Chapter VII. The 
greatly improved health manpower coverage of the population of Cuba, since its revolution of 
1959, has also been documented.4! In Canada, following the enactment of its national 
insurance programme for physician's care, the medical coverage of rural areas in the 
Provinces of Ontario and Quebec showed measurable improvement .42 Through various  pro- 
grammes for the training and development of auxiliary health workers, greater rural area 


coverage has been achieved in Sudan, the United Republic of Tanzania, Venezuela, Viet Nam, 
and elsewhere. 


The unmet health needs in the rural areas of most developing countries, nevertheless, 
remain severe. The shortages of rural physicians - dramatized by the disparities in urban 
compared with rural physician densities - are the most dramatic. In the Sixth report on the 
world health situation, one finds that in 11 developing countries on which data were avail- 
able for recent years, the urban-rural distribution of physicians showed improvement in 4, no 
change in 1, and deterioration in 6. it as discouraging facts of this sort that have led 


more physicians to training also greater numbers of health auxiliaries of various types. 


This policy change gives Some grounds for greater optimism on the achievement of population 
coverage with appropriate health manpower in the years ahead. 


With respect to the integration of health services and health manpower development - the 
HSMD concept discussed in Chapter XI - the evidence on trends is Spotty, but it appears to 
point in the direction of gradual Progress. That is, in various ways closer administrative 
relationships are being developed between ministries of health or other organized health 
programmes, on the one hand, and Ministries of education, universities, and training schools 
on the other. In Chapter Xl, we discussed the evidence for these trends, at the levels of 
planning, Production, and management of health personnel. The process of integration or 

able in many countries and in various forms. 


Numerous countries, both developed and developing, have established national health 
councils through which leaders in health and in education can communicate their respective 
needs, problems, and plans. Even without such councils, health ministries sometimes transmit 
their estimates of manpower needs to ministries of education. In almost al] countries, th 
are certain types of personnel that are trained directly in programmes of the heals 
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uthorities. i 
Epi aei Cos «eek ie eo seetnsiele are also engaged to some extent in 
. n the other hand, university-controlled 
eaching hospitals obviously provide a great deal of health service. In most of 
ocialist countries, responsibilities for the education of physicians and other ae ae 
ave long been assigned to ministries of health; this has been done also in ios idle 
ountries, such as India and Iraq. Such complete unification of responsibilities for health 
lanpower development and health services does not necessarily mean complete integration of 
olicies, but it clearly lays a firm basis for such integration. 
: In the six country case studies (Chapter XII), one could observe the several forms of 
mterchange occurring between health and education agencies. Through studies and planning, 
sountries are increasingly formulating goals on the types and numbers of health personnel 
required to provide the health services that the country wants and 1s prepared to support 
2conomically. In the past, and still today, the absence of such overall goals has led to the 
sroduction of surpluses of personnel in some health disciplines, along with shortages in 
sthers. Recognition of these and other problems such as the misutilization of existing 
nealth personnel in most countries is leading in varying degrees to different approaches in 
the realization of the HSMD concept. 


Trends in the health status of populations 


In spite of all the persistent problems of disease, malnutrition and trauma throughout 
the world, in recent decades the health status of the global population has improved. Using 
the very broad index of life expectancy at birth, in the period 1950-1955, the worldwide 
average for all countries was 47.2 years; by the pertee 1970-1975 this had lengthened to 
56.0 years, an extension of life expectancy by 18.6%.44 


This extension of average life expectancy has been due, of course, to countless changes 
in the physical and social environment, of which the provision of health services is only 
one. Many have pointed out that health status improvements have probably been due more to 
general social advances in living conditions than to medical intervention. There can be 
no doubt, however, that health services have played a definite part, as we will see below. 


The extension of life expectancy has been striking in both developing and developed 
countries. Contrary to what one might expect, in fact, the relative improvement from 1950= 
1955 to 1970-1975 has been greater in developing regions of the world than in the developed 
regions. The trends are summarized in the following data published (on the basis of United 
Nations reports) by the World Bank in 1980.46 


Life expectancy at birth (years) 


World Regions 1950-55 1970-75 Increase 
Africa SheD 46.5 9.0 
Latin America 52 <0 61.2 a 9.2 
East Asia 47.5 63.3 tA. o 
South Asia S922 49.3 10.1 
All developing regions NI) 532 10:57, 
Developed regions 64.3 Aiea 6.0 


developing regions over this 


i i tancy for the aggregate of 
Thus, the extension of life expectancy gg Ae pean 


20-year period was by 10.7 years, constituting BA? Gticrease .0f.2>~2%..,-Lm the 
regions it was by 6.0 years, constituting 9.34 1mprovement. 


One might object that in the developed regions, with life erage ane Cus cy VeRienet 
biological limit, one could not expect so much improvement as in t ¢ BATA Rae sued ae 
which in 1950 were at a very toy evel. vet, 1 one calculates the oa a ei etter 
developing regions in the two time-periods, one finds Beene a Ergo his on ete vente 
rather than increasing. In 1950-55, the life expectancy in Pha Bes 9 oust eens ae 
longer than in developing regions, an advantage of 51.34. n 


declined. to 17.1-years,~ 4 advantage of 32.1%. 
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in either the developed or developing countries can ¢t 


How much of these improvements eimai? ‘ga padiitel sata ar 


, difficult 
buted to health services 1S 4 very canada 
es improvements tend to go hand in hand with the expansion of heal 2 


attributabl 
is not easy to disaggregate one influence from the rar ote Fe sp atecteaa 
distribution, functions, . 
to health manpower - the numbers, types, 
from other influences, are even more difficult to isolate, if at all possible 


° ‘ 
An attempt has been made, nevertheless, to explore the relative meapptitese ager 
health services - including health manpower Seacroes ot A 7 ee pes Te 
iti i r to determine or explain the level of 1 dik 
pin ae a socsebl WHO (in collaboration with the Johns Hopkins School of agers 
Public Health) carried out statistical analyses on health and social data from 
Correlations were explored among variables on (a) socioeconomic conditions, & 
health resources, and (c) health status circumstances. In contrast to previous studies ° 
the relationship to health status of both socioeconomic and health service indicators, eo 
study analysed relationships among a rather large number of variables (12) in a large num e 
of countries (131) throughout the world.4’ Data for each country on each of the 1: 
variables were analysed for two separate years, 1950 and 1975. The study also explored the 
relationships between socioeconomic variables and measurements of health manpower 11 


countries. 


countries. 


Not surprisingly, the major variables explaining life expectancy were found to be SOC 10- 
economic. Several such socioeconomic variables together (per capita GNP, plus four indi- 
cators of educational strength) explain more than 80% of the variations among countries ir 
life expectancy. Highly important from the perspective of the current study, however, was 
the finding that when health resource variables (physicians per 10 000 population and 
hospital beds per physician) are added to the eguation, the correlation with life expectancy 
increases further. Specifically the coefficient of determination (R2) rises from 0.84 to 
0.90 or an increase of 7.1%. This would seem to be a powerful rebuttal of critics like Ivan 
Illich who claim that physicians do more harm than good. 48 The data indicate that, over 
and above the overwhelming influence of national wealth (as reflected by per capita GNP), a 
greater supply of physicians correlates with a further extension of life expectancy. 


The greatest influence of physician resources on life expectancy is found when the 
measurement of resources is for 1950 and the life expectancy is for 1975. In other words, 
there is apparently a lag between the health benefits (life expectancy) and the input of 
health manpower (physicians per 10 000). Expressed in another way, one may conclude from 
this study that - if per capita GNP were theoretically constant - a 35% increase in the 
physician/population ratio would in time lead to an extension of life expectancy by one 
year. Moreover, since physician resources are intrinsically closely dependent on (and 
therefore also reflect) per capita GNP, one finds that this health manpower variable alone is 
more strongly predictive of a country's life expectancy growth than per Capita GNP alone. 


Life expectancy, of course, is only one measure of the health status of a population. 
The quality of life - in terms of a person's ability to work productively and to live happily 
~ 18 obviously as important as or 1 
of life. Unfortunately, statistical indicators of the quality of life are not now available 
for many countries. Even when such indicators as days of disability per person per year are 
available in certain countries, one can seldom determine the influence of health services as 
distinguished from general socioeconomic circumstances. It is only possible to conclude that 
health manpower improvements, reported earlier in this chapter, may be associated positivel 
with the few indicators of health status in populations that are now generally available. : 


Impact of the World Health Organization 


The ph ag sections of this chapter have reviewed demonstrable trends in health man- 
mene ws icles and programmes throughout the world, analysed in terms of eight specific 
ona ae i arg oney ages have shaped the World Health Organization's HMD programme he 

viewe rietiy the trends in the health status of th 1 ton 
d population d 
reported on a study exploring correlations b bene ai i 
etween the health status of national populati 
Lons 
and the development of health manpower resources. Previous chapters have Aecusuad the 


lumérous WHO programmes in health manpow b 1 
» P . er that have e : 
eight Principal ob j ti . en promoted in accordance with the 
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None of these analyses can tell us, however, to what extent 


luenced, if at all, actual HMD developments peo WOug nat WO yae “ine 


in countries. This guestion is fa 
ped: ae r easier t 
sk than to answer; WHO activities are obviously only one - and certainly not the 5 oak 
mportant ~ among countless influences on health developments generally in countries and HMD 
rends in particular. In this section we shall try to examine the available evidence on 


: ; : ; Pe 
HO*s contribution to HMD trends in countries, recognizing always that much of this must be 


ased simply on the judgement of informed observers, rather than on the type of hard data 
ustomarily available in a scientific experiment. 


This is not the first occasion on which efforts have been made to evaluate WHO activities 
n education and training. In 1967, an extensive study was carried out to evaluate the WHO 
rogramme for education and training (1948-1966).49 This evaluation was conducted by a 
pecial advisory group of seven experts on the basis of five working papers prepared by WHO 
‘ttaff and consultants. The working papers gave comprehensive summaries of several education 
nd training activities carried out from 1948 to 1966 by WHO (both at headquarters and in the 


-egions), and classified them according to the type of programme and the countries in which 
HO worked. 29 


Under the topic entitled "influence of WHO assistance", there are some rather general 
somments about WHO's HMD projects in countries. Illustrative observations were the following: 


"The most frequent gap or weakness in the (medical school) curriculum, in which WHO 
assistance has been given in the projects studied, was preventive and social medicine... 
The second most frequent gap in the curriculum, in which WHO assistance was given by WHO 
professors and tutors, was in the basic medical sciences... The most frequent WHO 
assistance to the total programme of medical education in a country or area was provided 
by WHO advisory teams or consultative groups, to make surveys and recommendations... In 
a few projects WHO provided a principal or dean... In many projects the WHO professors 
noted that an opportunity to influence the curriculum and teaching, beyond their specific 
fields, was offered when they were invited to participate as members of boards of studies 
or faculty committees... In a number of projects of assistance to schools or institutes 
of public health the WHO project staff, in addition to postgraduate instruction, have 
also taught their particular subject in the undergraduate medical school... When WHO 
visiting professors taught both undergraduate and postgraduate courses, their influence 
and inter-relationship were very tangible." 


Based on rather descriptive statements like those above, the Advisory Group was under- 
standably cautious in its judgements. Thus it stated: 


"The (HMD) programme, as can be inferred from the list of assistance given to national 
projects, has been broad and world-wide in scope... In some aspects the programme has 
made significant contributions to progress in the world health situation... The pro- 
gramme has continuously expounded the doctrine of adaptation of education to specific 
local situations, even while it sought to raise educational standards simultaneously in 
distinctly different environments throughout the world.... In the teaching of medical 
students, the programme has encouraged the incorporation of research, particularly in 
local problems; it has promoted the concept of extra-mural training in community 
medicine; it has fostered a streamlining of the curriculum and an integrated approach to 
teaching between the basic medical sciences, the clinical scLences and social medicine... 
Another noteworthy accomplishment was the promotion of the training of various kinds of 
auxiliary personnel for whom there is a need everywhere, both in the more developed and 


, 


in the developing countries... The group noted that much attention had been given in the 


programme to the teaching of public health and preventive medicine." 


Also, on more than one occasion in the past, evaluative studies have been made of ™ 
fellowships. During the years 1947-1957, there were 7796 fellowships awarded, and a samp e 
of 1053 of these was studied. It was found that the vast majority of fellows had ai 
fited from their studies. They "are making contributions in informing and training ot pie 
in improving or expanding existing gervices. or establishing new ones, in carrying 


uw 
in providing leadership".°* Only 84 of the fellows were found to be not 


research and in 1970, an article in the WHO 


properly utilized" on return to their countries. Later, 
Chronicle stated that: 
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‘ ramme confirm 
“A recent large-scale review of regional evaluations of the rbd Ai ay AE RS od 
h ike the great majority of cases fellowships have been apprecia coed " 
et they have conferred great and lasting benefits on the countries 


i ded that: 
The WHO Executive Board, evaluating the fellowships programme in 1975, conclu 


“Prom this [1970] review it appeared that about 60% of fellowships could be classed ai 


y ’ successes or impossible tt 
successes, 4% as failures and 35% either as partial 


classify." 


It concluded from this that: 


“the programme continues to maintain its flexibility so that it can meet a 
needs of countries and at the same time support the general long-term policies o € 


Organization". 


In 1974, the contribution of WHO to the evolution of medical education in Africa during 
1962-1972 was studied. To do this, documents of the WHO African Region produced during this 
period of time were examined. The principal conclusions were as follows: 


"WHO made a valid attempt to define and recognize the problems related to the development 
of medical education in the African Region... WHO made a valid attempt to find solutions 
to the previously elicited problems. Those solutions have been regarded as sound by the 
Member States, taking into consideration the constraints due to very different and 
sometimes antagonistic political situations in each state... WHO had a favourable impact 
on the development of medical education in the African region through the implementation 
of its policies either directly or through the action of Member States."'5 


As part of the current study, it was decided to explore the general influence of WHO on 
HMD policies and programmes in countries through a questionnaire survey of knowledgeable 
health professionals around the world in 1980. The names of persons surveyed were acquired 
from the WHO Expert Panel on Health Manpower and from suggestions by the regional offices. 
An initial mailing went to 428 such persons, but questionnaires were subsequently also sent 
to others (mainly in the African Region) by regional offices and WHO country representa- 
tives. The precise number in this second group is not known, but the total sample came to 
approximately 500. Usable responses were received from 170 persons, about about 34% of the 
total. The questionnaire solicited expert opinion on: (a) the relevance of WHO's HMD 
Programme to each country's HMD needs, (b) the impact of WHO on the country's HMD programme, 
and (c) suggested appropriate future HMD activities by WHO. 


The 170 respondents came from 74 countries or nearly half of the WHO Member States. 


Applying a classification of countries used by the World Bank, the respondents were distri- 
buted as follows: 


Developing low-income countries 54 
Developing middle-income countries D1 
Oil-rich developing countries 13 
All developing countries 118 
Industrialized countries 41 
Countries with centrally planned economies Li 

Total 170 


ane a of the respondents were past (22%) or current (30%) staff members. With respect to 
Caith manpower experience, 43% were involved in education ini 

and training while 24% were 
Concerned with other aspects of HMD, and 33% were not primarily from this field. 


The nature of responses on various HMD questions naturally differed among persons from 
the several types of country. Certain Overall findings, however, are of interest Th 
general contribution of WHO's HMD programme to the country's HMD efforts was re are d ; 
having increased steadily since 1950, and it was expected to be of greater Satie s he 


future. The major reasons for this trend were said to be the influence of WHO ideas and 
concepts, along with the increasing interest of national authorities, 
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As we have observed in previous chapters, the major objecti 
rogramme have changed over the years. crete ne the eee te eta peng ere on ee 
eriods, respondents were asked to rate the extent of the achievement of Rip 7) estsy 
he Lr countries. The results are shown in Table 8, with respect to 10 Leth eed 7 
t 1s evident that for none of the 10 objectives during the three periods did a fot pth ork: 
he respondents consider that it was fully or mostly achieved; at this level, the let 
f achievement ranges from 14% to 34%, and it is principally around 254, Tt a also - 
oted, however, that if a rating of "somewhat" is added to "fully or mostly", the level of 
chievement of objectives is reported as being greatest for the recent period 1976-1980; for 


his period, the assessment of non-achievement averages 214, compared with averages of 36 and 
9% for the two previous periods. 


‘able 8. Achievement of WHO's HMD objectives as estimated by 170 
respondents from 74 countries, 1948-1980 
I a i a 


IHO/HMD Objective Achievement (percentage of responses) 


Fully or Not 

Mostly Somewhat gt atl.  sltotal 
Bee brers tence dere aly a See) i he ee et ee 
1948-1967 
Reduction of health personnel shortage 24 42 34 100 
Higher quality of medical education 23 33 44 100 
1968-1975 
Training national health personnel 27 44 29 100 
Strengthening teacher-training 26 41 33 100 
Improved continuing education 16 39 45 100 
1976-1980 
Manpower suited to service needs 34 54 12. 100 
Implementation of integrated HSMD 25 56 19 100 
Strengthening of manpower planning 21 59 20 100 
Developing primary care teams 22 54 24 100 
Improved manpower management 13 59 28 100 
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Regarding the current HMD programme, the great majority of respondents from all types of 
country assessed its policy objectives to be appropriate to their country's needs. Of these 
positive respondents, however, about one-third thought that WHO activities to achieve these 
objectives were not carried out properly. 


With respect to major WHO objectives recommended for the coming 10 years, certain 
differences among countries of different types are interesting. If future objectives are 
classified as related to planning, production, and utilization of health personnel, the 
distribution of priorities expressed by respondents from different types of country is as 
follows: 


Priority 
Type of country Production 


Planning Quantity Relevance Utilization 


iad svisevontl oe xd borsenbig wast bei sult eseraey oolesd cisetie ae aeek 


Developing low-income High Highest High High 
Developing middle-income High Highest High High 
Oil-rich developing countries = Highest = = 
Industrialized Highest = = digh 
Centrally planned High ve High a 


- 150 - 


Vv i countr for the next 10 years is 
Thus the highest priority in all three types of de aad y 
: : ei. However most frequently wante d “s 

greater (quantitative) output of health personn i , é 


: Ct 2 
ili rimary health care workers and Bor : : st priority. In th 
yoo tek ARE E s, however, improved planning is clearly the highe Pp! z AF ed 
(free-market) countries, ; s a shared and moderately high pri y 


lanned (socialist) countries, there 12 . Sars eeaean til 
sae g hey Albeo of planning, and for the relevance but not the quantity ont Psi 
Planning and utilization are of high priority, along with relevance, in 


developing countries, i.e., in the majority of Member States of WHO. 


: : : $ P 

With respect to the interpretation by respondents of their row eee 4 S wecine tna9 

relation to those of WHO, the vast majority in all five types of oe soll el peel 

essentially congruent (i.e., concordant or similar). The sever rapa "Ok cecbelae 
vailing opinion came from 32% of industrialized-country respondents an 


dents in oil-rich developing countries. 


Respondents were also asked their opinion about the extent of WHO's per veseesenp ore 
country's HMD programme over the years. The answers could be recorded as mos mes b- - 
(2) essential, (3) helpful, or (4) negative (i.e., none, harmful, unproven, or ee — 
Opinions clearly differed among respondents from the various types of country. n th 
developing countries of both low-income and middle-income levels, the most frequent opiniol 
was that WHO influence was essential, and this rating tended to increase over the years fror 
1950 to the present, and even further with projection into the future. For the low-income 
developing countries, the "essential" rating of WHO influence was highest at all times, bul 
rose from 33% around 1950 to 50% in 1980 and 61% for the future. For the middle-income 
countries, the equivalent percentages were 36, 50, and 57. For the oil-rich deve loping 
countries they were zero around 1950, rising to 44 in 1980 and 71 for the future. In indus- 
trialized countries, on the other hand, WHO's work was seldom rated as essential; imnsteac 
the commonest rating by far was "helpful" - this rising from 47% around 1950 to 67% in 1980, 
and then declining to 57% for the future. All in all, respondents from the three types of 
developing country considered WHO's HMD influence to have increased significantly over the 
years, and those from centrally planned countries shared this view. In the industrialized 
countries, however, the influence was predominantly regarded as fluctuating or basically 
unchanged over the years. 


An assessment of WHO's impact on HMD policies and practices in countries may also be 
based on the field studies of the six countries reported in Chapter XII. All six were 
developing countries; two of them (Ethiopia and Indonesia) in the low-income category used 
above, three (Malaysia, Costa Rica and Barbados) in the middle-income category, and one 
(Gabon) in the oil-rich category. 


The overall influence of the HMD Programme on these countries, it will be recalled, was 
regarded favourably. In the two low-income developing countries, WHO had played a distinct 
role in the establishment of training programmes for auxiliary health workers to provide 
primary care in rural areas. The renowned Gondar Public Health College in Ethiopia had 
received WHO collaboration from its beginning, and in both of these low-income countries the 
Alma-Ata Conference of 1978 made a distinct impact. Much of WHO's influence in these 
countries was regarded as conceptual, including the emphasis on the importance of prevention 
and the value of health teams. Some years ago, WHO had been of assistance in the streng- 
thening of medical education and in streamlining the training of nurses. 

In the three middle income developing countries, 
The important Rural Health Services Scheme of Malaysia 


on nurse education led to an 
Similar advice in Barbados for 
nd making it more academic may 
ortance of primary health care 


In Gabon, the oil-rich deve loping country, WHO played specific rol 
school for training nurses, midwives, and other health personnel, 


centre for training physicians and other members of the health team. 
and coordination are prominent here, 


es in launching first a 
and then a university 


. Problems in planning 
in spite of the sudden wealth from oil. 
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All six countries in the field stud 
jorkshops, consultants, and Ss Vicwshive i Rea 2 ee ri ee es pilin ei, <3 
ee, ; . general desire by these countries 

or pa pation in the selection of workshop topics, 
yrowing interest in health manpower planning, and management, as well as in traini 
ealth management. Fellowships have been universally regarded as helpful, des eeTean, = 
-omplaints about excessively bureaucractic procedures in arranging them oe Pin ane ce 
yut inappropriate types of training experience. Spokesmen from all the countries aieas to 
the generally valuable influence of WHO as a prestigious international body; because of 
this, even more collaboration from WHO was sought by health officials, in aie to fortify 
their efforts to win greater support from their own governments. 


for 
and there seems to be great and 


. Regarding the guestion posed to each person interviewed about his country's possible 
influence upon WHO policies or programmes, no one in any of the six countries was able to 
identify any such impact. It is hard to know whether these barren responses reflected 
modesty, whether they simply were due to non-participation by the persons interviewed in WHO 
governing bodies, or whether other factors were involved. It seems likely that the process 
of interaction between countries and WHO, which, as discussed earlier, leads to WHO policy 
formulation, is very gradual, long-term, and subtle. It is not the type of sharp, explicit 


. 


impact that one could expect to elicit from short interviews. 


The essential meaning of these findings resulting from various efforts to study the 
influence of WHO on HMD policies and programmes in countries is difficult to interpret. One 
can say that, in general, health manpower policies in developing countries have been more or 
less congruent with the main thrusts of WHO, at least as far as the declared policy objec~ 
tives are concerned. (We know that, in practice, declared national health policies are not 
always fully implemented.) How much of this congruence is actually due to WHO's influence is 
not clear, but a perception of this influence seems to have heightened in recent years. In 
the more developed countries, HMD policies when they exist, may also be congruent with those 
of WHO, but little of this congruence seems to be attributable by respondents to WHO 
influence, as such. 


Recalling our discussion in Chapter II about the development of WHO policies and pro- 
grammes from a dynamic interaction between Member States and the Organization, these findings 
should not be surprising. The process of this interaction is continuous and subtle, and it 
takes place in the midst of many other social and political forces operating in countries. 
There is broad consensus, particularly in the developing countries, that WHO is a prestigious 
and competent international body. Its views or the views associated with it - as expressed 
through official resolutions, but also as transmitted by consultants or at workshops or in 
the reports of expert committees - are regarded as authoritative and sound. Policies and 
programmes in countries obviously depend upon the decisions of national leaders, but ~ in 
ways that are very difficult to measure -— the formulation of those decisions results from 
influences of multiple sources. WHO is clearly one of those sources. With WHO's deliberate 
priority for work in the developing countries, it is not surprising that those countries 
should be most conscious of WHO snfluence. And as WHO grows in experience and maturity, the 
extent of its impacts seems gradually to increase. 
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Chapter XIV 


SUMMARY OF THE PAST AND LOOKING AHEAD 


This study of international health manpower policy has tried to analyse this policy's 
development in countries and in the World Health Organization since WHO's founding in 1948. 
The analysis has been made against a background of political and social forces at play in the 
world during these last three decades. Events in countries have led to many modifications 


over the years in policies and programmes for health manpower development (HMD). Through 
the dynamic interaction between countries and WHO, HMD policies in WHO have naturally under- 
gone change. As a forum for the interchange of national experiences, WHO serves as both a 


conduit and a catalyst for new and changing ideas. 


In this final chapter we shall try to summarize the pathways of programmes directed to 
specific objectives, as they have been marked out by changing policies both in countries and 
in WHO. We shall examine the operations of the entire HMD process, as it has been observed 
in a small sample of countries. We shall note the highlights of quantitative trends in the 
world's total health manpower supply, and try to epitomize trends in manpower performance and 
relationships to overall health care systems — including relationships to the population's 
health status. We shall take note of what little we know about the influence of WHO im Ald 
these developments. Finally we shall attempt to look ahead. In what ways can HMD trends 
of the past guide us towards sound policy formulation in the future ? 


Past developments in HMD policy 


Growing out of organized international health activities starting in 1851, the World 
Health Organization took shape after the Second World War, in 1948. Learning lessons from 
its predecessors (particularly the Health Organization of the League of Nations), WHO was 
formed as an autonomous body - yet as one of the specialized agencies brought into relation 
with the United Nations. More important than its differences in form were its far broader 
scope of objectives and functions than those of earlier international health organizations. 
No longer limited to such issues as the cross-national spread of communicable diseases, WHO's 
central objective became "the attainment by all peoples of the highest possible level of 
health". 


The administrative structure of WHO, with its World Health Assembly, Executive Board, and 
Secretariat - the latter including headquarters and six regional offices — facilitated a 
dynamic process of policy formulation that grew out of the constant interaction between WHO 
and its Member States. Influences flowed in both directions on the many aspects of health 
with which WHO is concerned. From the outset, WHO collaborated with countries on streng- 
thening the training of health personnel. The administration of this work was primarily the 
responsibility of a Division of Education and Training, which after some two decades evolved 
into a Division of Health Manpower Development. 


The formulation of policies and their implementation through programmes depend on a 
process that should start with the identification of problems. The precise way that a 
problem is perceived and articulated has a great influence on the policy objective that will 
be proposed for solving it. In HMD. if a problem is perceived as a national shortage of 
physicians, that will lead to policies and programmes very different from those growing out 
of the same problem perceived as the non-availability of primary health care for ene 
populations. The changing identification of problems over the years, therefore, has le 
naturally to the formulation of changed policy objectives. As new policy abies 
emerged, the old ones did not necessarily die out, but they often tended eas oS a fae 
priority, while the new ones attracted greater attention both in WHO and in its Member Sta : 


An analytical review of HMD problems identified over the years ghee fae 
policy objectives formulated in response, reveals a complex ecenibenh Ale. ee 
the problems 1s implicit in the policy objectives formulated to tack < om eCGH RINE Sehr 
latter tell us a good deal about the former. Thus, in very aie oat Fone g ; 
policy objectives in WHO have evolved since 1948 approximately as follows: 
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Increased quantity of conventional health personnel 


Improved guality of all types of health personnel 
Cross-national equality of health personnel training ; 
Geographic coverage of countries with health personne 
Efficiency in production and use of health manpower 

National planning of health manpower 

Relevance of health personnel to national needs 

Integration of health services and health manpower development. 
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It must be emphasized that the later objectives did not always entirely pee pesenei 
ones, but mainly supplemented them - also usually acquiring higher Apenggie : 
achievement of some policy objectives, such as relevance, several specific es 
might be implemented, as we shall see. Likewise one HMD programme, such as the training o 
health auxiliaries, could contribute to the attainment of several policy objectives. 


In order to trace the evolution of policy objectives, and the corresponding programmes it 
is helpful to consider events between 1948 and 1980 in terms of four time-periods. — Even 
though, as noted above, the first step in the process of policy formulation - problem identi- 
fication - starts in countries, and likewise action programmes are naturally implemented 
within countries, a convenient periodization of the 33-year time-span can be based on the 
instrument of periodic planning known as the General Programme of Work covering a Specific 
Period. Accordingly, four periods can be conceptualized as follows: 


Period Years General Programmes of Work 


I 1948-1951 None 
II 1952-1961 First and Second 
ILI 1962-1972 Third and Fourth 
IV 1973-1980 Fifth and part of Sixth 


These time periods are helpful not only for tracing developments in WHO's programmes and 
those of its Member States, but also for relating these developments to larger world events, 
social and political. These events have inevitably intluenced strategies within countries, 
relationships between countries, and the whole dynamics of WHO. Accordingly, on the basis 
of the above periodization, what have been the developments with respect to each of the eight 
HMD policy objectives listed above ? 


Quantity objective. Reviewing the trend across thirty years, we find that the objective of 
increasing supplies of conventional health personnel (primarily physicians and then nurses) 
was clearly the number one priority in the early days of WHO - in Period IL (1948-1951) and 
also in Period II (1952-1961). This objective was promoted by virtually all techniques in 
the WHO roster of working methods - by fellowships, expert committee and other meetings 

short-term and long-term consultancies, provision of equipment and supplies, numerous pub li- 
cations, etc. In Period III (1962-1972) the priority of this objective was noticeably 
lowered by reason of higher importance becoming attached to the training of other types of 
personnel, as well as greater stress being put on the characteristics of the physicians and 
nurses produced, as distinguished from their mere number. In Period IV (1973-1980), the 
quantity objective, along conventional personnel lines, declined in importance ia WHO 
policies although the effects of previous momentum towards this goal still continued - but at 
a gee level = in most countries, both developing and industrialized. The establishment of 
iaeaen and related professional schools was proving very expensive for developing countries 

aaa nae Gaetan of these schools, in any event, were in most cases not meeting population 

ea care; training other types of personnel held greater promise. 


lit . : > : . ; 

Be a ee Nebetme ane the quality objective in the WHO health manpower programme 

» its early formulation was inevitably influenced b 

y the perception of 
Pha out of the devastation of the Second World War, and then raid ‘ an bakas 
Soattier tenn nations that had recently been colonies. The pride of those nations 
Meldils daccttat anne not accept second class standards, combined with traditions of 
-xcetience in the highly affluent countries, yielded a period in the 1950s, when 

> 


of the rise of many 
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high quality standards (by which usually standards of the highly developed countries were 
understood) in all types of professional education of health personnel became a major objec- 
tive. (There were indeed quality deficiencies health professional education in some develo- 
ping countries - highlighted by criticism from local upper-class families and from leaders of 
the medical profession.) This approach continued into the early 1960s, but then - as other 
manpower considerations became more prominent in the later 1960s, such as population coverage 
and manpower planning - quality goals receded. By the mid and later 1970s, conventional 
quality objectives had become more manifestly irrelevant and merged into advocacy of rele- 


vance of education to health service needs and through them to the health needs and demands 
of the population 


Equality objective. An objective articulated in Period I was cross-national equality of the 
training, and even the licensure, of health personnel (particularly physicians). During 
Period II, the same issue formulated as minimum international standards of medical education 


was still being raised, but the only action taken by WHO governing bodies was to call for 


study of the question. Such a study was not reported until 1963, in Period III; in spite 
of the elasticity of the recommendations, however, little definite WHO action was taken on 
the issue, except for the proposal of a somewhat vague definition of a physician. In Period 


IV, the issue of equivalence of degrees became concentrated on collaboration with UNESCO for 
mutual recognition of degrees, qualifications, and diplomas in the health field; there was 
also a call for the study of basic models of medical curricula. In the meantime a new and 
essentially opposite problem - the brain drain of skilled health manpower from the less 
developed to the more developed countries was identified. WHO conducted an extensive study 
of the worldwide migration of physicians and nurses — demonstrating that market forces 
essentially determined the flow of these personnel from countries overproducing them, in 
relation to their economic capacity to absorb their services (regardless of objective health 
needs), towards countries underproducing personnel in relation to their greater economic 


capacity to absorb them. Clarification of these realities may have helped to cause a 
reduction of the brain drain problem in the late 1970s, and a greater appreciation of the 
importance of training the health manpower — in types and numbers - and of qualifications and 


competencies most appropriate to the needs of each country. 


Coverage objective. The development of WHO policy towards an objective of total population 
coverage with appropriate health manpower evolved through stages that can be defined rather 
clearly. In Period I (1948-1951), the need for extending health services to rural popula- 
tions was explicitly identified, but the training of auxiliary health workers was slight in 
extent and limited largely (with a few exceptions) to rather narrow functions in fields such 
as midwifery and sanitation. There was little, if any, recognition of the value of health 
auxiliaries to achieve population coverage. In Period II (1952-1961), as developing 
countries acquired a stronger voice in WHO, programmes for training auxiliary health workers 
with broader functions were more widely promoted, but the policy issue remained quite contro- 


versial. Only a few countries, such as Ethiopia and Malaysia, organized impressive pro- 
grammes - at least in concept, if not in actual achievement - for training auxiliaries to 
provide rural health services. In Period III (1962-1972),~as the deficiencies in rural 


population health care coverage very obviously persisted, the objections and uncertainties 
about the training and utilization of auxiliary health workers gradually but definitely 
declined. The long-established feldsher of the USSR was accorded greater worldwide 
interest. In some developing countries, nevertheless, previous progress towards greater 
population coverage was, in a sense, hampered by a policy of upgrading medical assistants to 
the status of fully-fledged physicians (in spite of their customary urban concentration). 
Period IV (1973-1980), however, saw the clear emergence, as a top priority objective in most 
developing countries, of total population coverage with personnel appropriate for providing 
health care based on primary health care. The international consensus of public health 
leadership achieved at the Alma-Ata Conference of 1978, and even the belated recognition of 
the potential value of practitioners of traditional medicine in many deve loping countries, 
contributed to this policy trend. By 1980, total population coverage with health services 
was recognized as an essential objective that most deve loping countries could attain soon 
enough only by a rapid expansion of programmes for the training and use of non-conventional, 
multipurpose auxiliary health personnel. 
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soon, however, its predominant goal became designing educational programmes whic acilitate 
learning with maximal relevance to the health service needs of each country. 


Planning objective. For numerous social and political reasons, the role and importance of 
general health planning, and health manpower planning in particular, were hardly recognized 
in the first two Periods (1948-1951 and 1952-1961) of WHO. Then, with the somewhat belated 
appreciation among non-socialist countries of the value of planning, in Period III (1962- 
1972) WHO began to promote general planning activities, including HMD programmes with a 


planning objective. In Period IV, it was gradually recognized that purely technical 
planning procedures - not realistically related to the total national political and economic 
scene ~ seemed to have little impact on health policy decision-makers. There evolved in 


this period a broader concept of the total health manpower development process, in which 
manpower planning became regarded as one component linked integrally to the production and 
management of health personnel, for the purpose of providing needed health services. 


Relevance objective. Many activities linked to the objectives discussed above implied also 
a goal of relevance, but beyond them numerous other educational programmes were directed 


towards increasing the relevance of health personnel to society's needs. Strengthening of 
instruction in preventive and social medicine was one early strategy of this sort; by the 
1970s, however, this particular approach was replaced by other broader ones. As special 


health issues became prominent - such as radiation hazards or mental and related disorders - 
emphasis on their incorporation into medical education was another form of advocating rele- 
vance. Efforts to achieve more effective methods in the teaching/learning process had 
started with an objective of efficiency, but they evolved after about 1973 into a strategy 
for achieving relevance in education. Finally, in reaction to excessive specialization in 
medicine, there arose in many countries and in WHO a call for greater attention to general 
medical practice and to training students outside the hospital setting. After about 1975, 
all these forces developed into a Significant movement in certain countries, and vigorously 
in WHO, to achieve comprehensive reform and reorganization of health personnel education, to 
ensure relevance to the true health needs of communities. In spite of all this, the objec- 


tive of relevance is far commoner in rhetoric than in reality, and vast challenges must be 
faced to convert the concept into everyday HMD practice. 


to integrate health 
mination of several 


Previous objectives. Obvious though this principle of integration may seem, on grounds of 


logic, the development of the two sectors 
~ along two separate historical paths created problems almost everywhere in the world. Yet 
po early years of WHO (Period I) the HSMD objective was implied in various official 
elrberations; in Period Il, the need for integration had already become explicit. By 
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Period LII i 
Ste sate Wik hha ae oat <a ir leaned aelasered Supported, but it still did not lead 
g bodies and in the Member States, there 
many forces defending 1ndependence and autonomy for educational institutions I CER 
meantime, various types of integrated activity were being carried out in special ae eats aS 
in certain countries with respect to health manpower planning, production, or Din aiken? 
In some countries definite administrative mechanisms were established to integrate tine *KOd 
sectors at the national level; in others there were local demonstrations of integration 
Finally in Period IV, the HSMD concept matured to the point at which it received speci fie 
formulation and was then generally accepted as the major long-term objective of WHO manpower 
policy. It embodied the idea of integration not only within health manpower development 
(planning, production, and management) but also between the entire HMD process and health 
services development as a whole. Through World Health Assembly resolutions, WHO General 
Programmes of Work, expert committee reports, and similar channels, it was decided that the 
ultimate determinant of health manpower planning, production, and use should be the require- 
ments of each country's well planned health services development. 


This completes our analytical review of the development of HMD policies in WHO and Member 
States over the years 1948-1980. Along the pathways towards these eight policy objectives, 
evolutions can be traced from conventional towards innovative ideas, from mechanistic 
adoption of foreign models towards concepts of greater relevance or adaptation of HMD stra- 
tegies to the true health needs of each country. We know that in the world diverse actions 
pursuant to all or most of the eight objectives have been going on at the same time. How 
did these multiple activities interact ? 


In order to attempt to answer this guestion, field studies of the entire HMD process were 


made in the six selected countries reviewed in Chapter XII. Through numerous on-the-spot 
interviews, observations, and data collection, the process of health manpower planning, 
production, and management, could be described in a horizontal sense - that is, with accounts 


, 


of programmes directed towards various goals operating side-by-side. 


HMD experience in selected countries 


As has been noted in Chapter XII, to gather insight on the overall operation of the HMD 
process in countries, six nations with different settings were selected. All were develo- 
ping countries, but illustrating a wide range of socioeconomic development. On the basis of 
measurements of their national wealth (gross national product or GNP per capita), their 
literacy rates, and male life expectancies at birth, a composite P/L/E index of development 
was calculated for each country. In their ranking order according to this index, the six 
countries studied were: 


Country P/L/E index 
Ethiopia 1625 
Indonesia Sh ib 
Malaysia 50.0 
Gabon 51.4 
Costa Rica 60.9 
Barbados 70.8 


While there are obviously many differences among these countries beyond GNP, literacy, and 
life expectancy, the index composed from these three ‘ndicators shows them to vary in their 
levels of development by a range of more than 4:1. 


In all six countries, there has clearly been recognition of the need for the entire ie 
process to be relevant to the implementation of overall national health plans, even when 


there have been manifest deficiencies in that process. Deficiencies may earache ase 
planning, the production, or the utilization component of the process, or of ENG et eet 
three of these. There are generally also difficulties in coordination among e 


components of the HMD process A crucial determinant of the overall functionin of the HMD 
4 Z ; g 
process as well as its integration with the development of the nation Ss total health 
> 


g Lon' public responsibility for 
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there seems to be a greater determination t< 


. ; i tron : 
Where this commitment is s g, the health personnel that are ultimately 


health care. 
eS produce, and use 


overcome problems and to plan, 
required to meet health needs. 


In two of the countries (Ethiopia and Barbados), the political CRPMENOCE EP sh 
hensive governmental health care system appears to be very Bir esa AeA wis 
(Malaysia and Costa Rica), this political commitment may be described a woderetery 0° eaanaae 
In the last two countries (Indonesia and Gabon), one may say that the politic ce 
public responsibility for health care is less strong than in the other four countries. 


In all six countries there have been many achievements _and there are, of course, many 
persistent problems. In all but one (Barbados, a small island) _there are still serious 
rural handicaps. Preventive and curative services are not well integrated in any of the 
countries, although this is being worked towards in all except Indonesia and Gabon. Exces- 
sive specialization characterizes two of the countries (Costa Rica and Barbados - the two 
most highly developed), in the face of unmet needs for primary care and even wasteful use of 
specialist time for such care. Certain educational institutions in all six countries put an 
inappropriate emphasis on sophisticated specialty training at the expense of adequate atten- 
tion to the output of primary health personnel. Inequities of a greater or lesser extent - 
in the use of overall national resources - tend to be caused principally by the operation of 
a private market for the sale of health services. 


WHO has collaborated with all six countries in their efforts to reduce many of these 
problems. The quality of WHO's collaboration is generally assessed favourably in all the 
countries, although criticisms of some bureaucratic procedures are common (particularly with 
regard to the administration of fellowships). All countries seem to be eager to contribute 
more actively to the selection of subjects on which WHO workshops and symposia are held. 
Training in health services management has high priority. With respect to the future, all 
$ix countries seek continued collaboration with WHO in HMD - particularly in the planning and 


management components. Collaboration in health manpower production seems to be less fre- 
quently sought (perhaps because training programmes are fairly well developed), except in 
Ethiopia, which seeks collaboration in this component also. In none of the countries, 


however, was any respondent able to Say in what way his or her country had influenced the 
policies or programmes of WHO. 


(‘The effectiveness of WHO's collaborative work in contributing to the improvement of 
national health systems or the development of their manpower, was beyond the ability of the 
investigators or anyone interviewed to judge. In all six countries, nevertheless, there 
have manifestly been objective health improvements over the last 30 years. Even though 
problems persist in all areas of health, WHO efforts have tended to Support the work of 
competent national authorities and personnel to reduce those problems. There can be no 
doubt that progress in countries depends far more on the dedication, political commitment 
and competence of national health workers than on the input of any international agency a0 
matter how well done. One can still surely conclude, however, that - both in its direct 
performance and in its conceptual and promotive influence - WHO has usually worked on the 


Side of progressive endeavours to achieve egr ‘ ; 
‘ eater equit : 
countries. g guity in the health sector of all six 


aaa the six countries studied in the field were sufficiently diverse to yield the 
as gad cag offered above, they did not, of course, constitute a representative 
top a the 156 Member States of WHO. To learn about health manpower trends in the world 
wnole, 1€ was necessary to undertake studies along other lines. 


World trends in health manpower 
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from avai Lsti 
ate arlable data, and statistical correlations could be explored on relationshi 
. . . , 
Loeconomic indicators as well as indices of health manpower From interviews <2 > 
° an a 


ey anenate survey of expert opinions, some estimates could be offered about the perceived 
influence of WHO in the development of HMD policies and programmes in countries : — 


ee prencouaateemcistt cifote te nee ete 

right efforts to plan d 
and make more reasonable use of health personnel On the whole, th : Se abrepiaky 
: . ; e numbers of physicians 
nurses and, in general, of health workers - and their ratios to population - have edeagmed 
throughout the world, but these increases have been extremely uneven between the developed 
and the developing countries. There is still a severe shortage of all categories of health 
workers, but expecially of physicians, in many of the developing countries as well as outflow 
of trained health workers from developing to developed countries and concentration of those 
workers in cities. Experience has also shown that by simply training more of the same, more 
physicians and nurses, etc. unmet health needs of very large population groups in those 
countries will not be met in the foreseeable future. With respect to efficiency, there has 
been an increase in the use of health teams and of trained auxiliary personnel within them - 
even though the pace has been far less than the obvious needs. More personnel have also 
been trained in the management of health manpower and services. The real health needs of 
developing countries, nevertheless, remain vastly beyond the capabilities of current health 
manpower resources to cope with them. 


With respect to the relevance of health personnel training to actual needs, there is 

evidence of some improvement as reflected, for instance, in the expanded teaching of preven- 
tive and social medicine in both developed and developing countries. This o2sonet £7 of 
course, to suggest that PSM teaching is the panacea for the problem of irrelevance. In 
developed countries, an earlier rapid trend towards excessive medical specialization became 
slowed down around 1970, as a movement arose for strengthening general or family practice. 
A slow but definite appreciation of the value of teacher training in schools of medicine and 
nursing seems to be developing in all Member States. A small but growing fraction of 
medical, nursing, and other schools of health personnel have been reorganizing their entire 
educational programmes towards achieving much greater orientation to community health needs. 


Although techniques of health manpower planning have often been unsuccessful, many 
countries have acquired greater consciousness of the value of quantifying their supplies and 
distribution of health personnel; studies have been showing shortages or surpluses in 
various fields, sometimes stimulating corrective actions. In recent years much greater 
coverage of populations with some suitable type of personnel has become formulated as a 
national objective; most often, a strategy of training many more auxiliary workers for 


primary health care has been launched in order to attain this goal. This strategy has led 
to remarkable achievements in certain countries, but the worldwide picture is yet far from 
being bright. In any event, much remains to be done to reach the main social target of 


"Health for all by the year 2000", formulated first in 1977 by the World Health Assembly 
(resolution WHA30.43) and reiterated and reinforced, along with the concept of primary health 


care as a key to its achievement, at Alma-Ata in 1978. In-—order to bring about closer 
integration between health manpower and health services development, coordinated administra~ 
tive actions have been taken in numerous countries at several levels. Here again, however, 


only a beginning has been made in achieving the necessary integration between these two major 
components of national health systems. 


In spite of all the persistent diseases and social difficulties in the world, the life 
expectancies of populations have increased significantly over the last 30 years; this has 
been true in both developed and developing regions of the world. Life expectancies, how- 
ever, are still much shorter in the developing regions, although the degree of improvement in 
those countries has actually been greater than in the developed regions. Regarding other 
indicators of health status, nutrition, and general wellbeing, the evidence on trends 10 
countries is far from clear, but the disparities here too are intolerably great. Analysis 
indicates that much the largest determinant of health status (as reflected in life SRPECE, 
tancy) is the general socioeconomic level of a country; nevertheless, seenees Boer man 
power resources may make an additional contribution to the improvement of health status- 
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How much of the changes can be attributed t 
In the opinion of informed observers throughout the world, 
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is less certain. In any event, there is a great deal of 


WHO in industrialized countries dans feakintas advocated (if not fully 


ruence between WHO's HMD policies and the correspon 


imp] eloped countries of the world. 


implemented) in both developing and dev 


The future - a view based on this analysis 


At the head of this study we quoted the following sentence by the Director-General of WHO: 


"To look forward with vision, it is wise to glance backward with perception ~ not Co be 
bound by history, nor to blame ourselves or our predecessors, but to learn lessons as a 


springboard to the future" 


Then, in the introduction to this analysis it was said that "as the study is definitely 
future-oriented, its final aim is to draw conclusions as a guide for future development - 
It is therefore legitimate to ask here: what are the lessons to be learnt from this 
analysis; what are the suggestions that could be made ? 


Looking into the future, it may first be stated that the positive elements of development 


seem to auger well for a more rapid progress. It has been established that there is now a 
very clear, systematic awareness of both quantitative and qualitative problems; that there 
is a clearly stated policy based on the coherent concept of HSMD discussed and endorsed by 
representatives of all Member States (resolution WHA29.72) and firmly related to health for 
all by the year 2000 through primary health care; that there is a well elaborated strategy 
with some new methods, closely linked to the strategy for health for all by the year 2000; 
that there is a growing unity of all organs of WHO on the basis of a common understanding of 
the common goals; that there are more and more Member States that display different degrees 
of political will to act decisively for health for all by the year 2000 through primary 
health care which, in the field in question, means an integrated development of health 
services and health manpower (HSMD); and that resistance to the new policies and strategies, 
though still very powerful, shows some signs of diminishing. Taken together, these facts 
indicate that conditions are now favourable for a more rapid development in the right direc- 
tion. A clearly growing political pressure is now being exerted by the world community of 
mations on Member States to do what they can on their own, and to cooperate with others, to 
achieve health for all by the year 2000 through primary health care. 


The first conclusion for the future therefore seems to be: in the past few years, in the 
second half of the 1970s, a new HMD policy and programme both for Member States and - in 
order to cooperate with them - for the Organization has been elaborated and its imp lementa- 
tion has even started. It is therefore evident that the analysis suggests the continuation 
of (a) further adaptation to the ever-developing needs and demands, and (b) the consistent 
ump Lementation of policy and programme both at national and at international level, as 
foreseen in resolution WHA29.72 and in the long-term HMD policy document endorsed by it 


(document A29/15)1 and amended on the basi 
s of th lma- 
document. o e Alma-Ata report“ and the strategy 


ose ap in the national strategies for health for all by the year 2000, elaborated in 1980 
ap on the adaptation of Principles enunciated in the Alma-Ata Declaration and report. 

S means that the health manpower should be planned, produced and managed to man teams in 
well planned health services adapted to local conditions, needs, demands, and resources. 


Internationally, on the basis f : : 
edie isdhaentndes, of this analysis, the following clusters of activities 


l. tele eo a partnership basis and aimed at clearly defined national 
slouidtoess orate ay: self-reliance in socially highly relevant areas which have 
eaten ; lirec impact on health services development and, through it on 
7 : Cooperation may have to be concentrated far more than now on: 

malietained national political decisions _to elaborate and/or reorient as needed 
pli ealth manpower policies in the spirit of the HSMD conce t 

consistently, to monitor implementation and rectify policies a/, 

shown to be necessary by the results of monitoring; < Gan. 


stimulating, thought-provoking and coordinating role in constant 
at all levels as promoter and catalyst, 
placing emphasis, at least in the foreseeable future, 
on political stimulus and promotion, shifting the emphasis fr 
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— promotion i S 
ecerhazs i soeeealas* are RE A ad of mechanisms ,4 at all levels, 
al} o make national policies and pro- 
grammes as well as decisions taken at World Health Assemblies and thei 6s 
consequences and adaptation widely known to all those concerned; peers ts 
SS ere cooperation among developing (and developed) countries (TCDC) 
promotion of the planning and especially the management (utilization) aspects of the 
HMD process (there 1s a rather general feeling that after decades of concentration on 
the production aspect, the time has come to focus cooperation also, and emphaticall 
on these aspects); é 
promotion of innovations, to increase relevance, in all elements of the HMD process; 
promotion of key activities, whose success may facilitate and/or speed up the oe ee 
ment of principal national objectives, such as promotion of: 
- elaboration and application of simple methods of health manpower planning, 
= development of community-based, multiprofessional education programmes which are 
oriented towards the job and towards problem-solving, 
- teacher-training, 
- production, evaluation, and dissemination of teaching/learning materials, 
— management training, 
= improving the efficiency, i.e., the proper management of health workers, 
- monitoring of utilization of health workers, and 
- continuing education, 
all these activities being undertaken with special regard to the development of primary 
health care; and finally 
- promotion of action-oriented, progress-relevant HMD research. 


In its coordinating capacity the Organization will have to play a more active role than 
it has done so far as the coordinator of international health work also in the HMD 


field. There are a very great number of agencies, both governmental and nongovern- 
mental, which are active in this domain and coordination is badly needed if harmful 
effects are to be avoided and/or eliminated. The multisectoral approach, already 


practised in the past with organizations such as UNESCO and ILO, must be broadened. 


A permanent monitoring and evaluation of all elements of the programme to note progress, 
efficiency, effectiveness and impact. It will be necessary to keep a constant check on 
the problem-list, with great problem-sensitivity, to notice the appearance of new 
problems, the change of character in old problems or, hopefully, the waning/disappearance 
of some. Policies should also be monitored, evaluated and changed in the light of 
changing problems. New strategies should be applied to the solution of new problems 
and/or old strategies modified appropriately. As new problems that may emerge in the 
future cannot be foreseen now, it is impossible to suggest what new strategies will be 
needed to deal with them. However, it is clear that there will be a need (a) to stimu- 
late and promote innovation in all aspects of HMD, protecting it against unjust attacks 
but ensuring fair evaluation, and on the basis of this evaluation to initiate the 
necessary action as well as the propagation and adaptattron of successful and useful 
experiences; (b) to use the network of innovative institutions, working for the same 
goals, on a wider scale; (c) to fight, and help others to fight, resistance to innova- 
tion and progress by educating, persuading, and informing governments and decision~ 
makers, and by winning over professional groups, maintaining dialogue, discussing, 
convincing, disseminating information, and exposing the failure of outdated and outmoded 
concepts and approaches, as well as demonstrating the advantages and disadvantages of new 
concepts and strategies. In all this the WHO Secretariat would be working and thinking 
together with - and being a sounding board for ~— Member States and governmental and 


nongovernmental organizations. 


the role of the WHO Secretariat will change. It will have to play fully its 
interaction with nationals 
as an agent for change, clearly and unequivocally 
not only on technical matters but also 
om the "“how'' to the "what for’ 5 


Obviously, 


while at the same time strengthening its technical role. 


should the political stimulation and promotion al 


i 1 i tion as well: what 
i t possible to reply to the logical next questioi 
aire ed i ae hay m at? While the technical content and 
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i in all of them will be that HMD 
emphasis will be different in each Member State, the aim 1 
policies programmes and actions are invariably directed to the relevance of the HMD process 
; oa 


to present and hypothesized future community health needs. 


F ae ae Af 
The second conclusion, therefore, is that political decisions are needed so th 


HSMD mechanism that is established and/or strengthened® 


defines clear and unequivocal health manpower policies based on the recognition that narnia 
ment of health manpower is only one component in the development of health services, into 
which it must be properly integrated, i.e., that health manpower has no meaning in isola 


tion: it is uniquely an instrument for effecting health care; 


(a) the permanent national 


(b) the permanent HSMD mechanism fosters the functional integration of the three main 
components of the health manpower development process (planning, "production , management ) 
into a composite whole, which is then integrated with the development of health services, and 
these in their turn aim at covering the entire population of the country with, at least, 


essential health care; 


(c) health services, relevant to the health needs and demands of the entire population, 
are staffed in sufficient numbers by health personnel whose skills have been developed in 


answer to health problems to be solved; 


(d) health manpower plans are prepared in conformity with the health manpower policies 
(see above) and as an integral part of the managerial process for national health develop- 
ment, which strictly identify and define the categories and types of health personnel to be 
trained, as well as their numbers and ratios, with a reasonable and clearly stated distri- 
bution of functions, indicating the knowledge, skills and attitudes, area and level of 
competence needed to carry out the tasks to be performed by each of them, thus also defining 
the composition of the health teams,’ striking the balance among health team members that 
is best adapted to local conditions; 


(e) the "production" of health manpower conforms with the health manpower plans, i.e., 
new training institutions and programmes are established in order to, and the existing ones 
are geared to, "produce" the right types and categories of health personnel in sufficient 
numbers able and ready to meet the health needs and demands of the entire population. This 
means the development of educational programmes which are (i) integrated on a problem-solving 
basis, (ii) community oriented and community based,/! (iii) multiprofessional (team-based) 
tn character, (iv) job-oriented (v) based on the clear understanding that “you are excel- 
lent only if you are relevant", and therefore (vi) adapted to the development of sciences and 
to local needs and resources; rhae 


(f) the management of health personnel ensures that trained personnel are used to the 
best advantage by the health services, i.e., they are employed and administered properly for 
maximum effectiveness of health services using the smallest volume of skill or group of 
skills with the necessary related knowledge to perform a specified job; 


Rally constant monitoring (surveillance) / procedure is established which monitors the 
. Lza ton of health personnel and ensures that the results are fed -back into the planning 
and production Process, which is then readjusted accordingly. 


aie wa i ce OF May OF example, it is clear that a new emphasis should be 
accelerating the x Se ecb pty in addition to continuing, and even strengthening and 
fition with nesbe pyies ton of new, simple methods of health manpower planning and collabo- 
aaned®.-presess o : ates in their efforts to establish health manpower planning as a per- 
ietbhane idles a ee also be put on stimulating the right political decision to 
integral part of og én health manpower planning as described above in item (d), as an 
process. in the ada national HSMD system and of the overall national health planning 
ment and utilisation ipo * a no longer be enough, for example, to promote the develop- 
have to be put here aon only on fbor ae sins seta tee $F % prepee in Shee 
t te nd in first ace on "what for", j 
for econ yrretreme is carried out fat, vat it Se stning sty” fa. ie slater ae thse 
cally ant ; ighly qualified academicians equivalent with those of country X or tech - 
Socially well prepared, reliable professionals able and ready to serve their aaa 


and meet their health 
needs and demands ? It is el i i 
technical question, the "what for" is acutely political.: aii ce silibied 


= 167 ‘= 


a weirs Pda if there 1s one great lesson to be learnt from this analysis, it is that the 
y progress in the HMD field, in terms of the goal of health for all by the yea 
2000 through primary health care, is the promotion of national political will to seek o R 4 
apply the right solutions to well-diagnosed priority problems. There seems to be a crn 
challenge here to which a right, and unequivocal, political response is needed. WHO is 
uniquely well placed to stimulate, as agent for change, this right type of political response 
without which even the best technical solutions may lead to a deadlock, as the lessons of 
this analysis abundantly teach us. It seems therefore that priority should now be given, at 
least for a while, to the stimulation of national political will and the appropriate eeehni= 
cal approaches and solutions should all be subordinated to the clearly set main targets 
supported by that firm national will. However, it has to be added for clarification that 
WHO being par excellence a technical organization, the political stimulation should always 
aim at the utilization (a) of the best solutions, i.e., those most appropriate technically, 

and (b) application of those solutions to the right purposes relevant to local conditions. 
While in the past the Organization's attention was focused on (a), in the future both (a) and 
(b) should be properly and emphatically addressed. 


In brief, the two main conclusions to be drawn from this analysis for the future are that 
(a) the long-term programme as foreseen by resolution WHA29.72 and document A29/15, and 
adjusted in the light of the Global Strategy for Health for All,? is responding to the real 
problems identified by Member States and therefore will have to be constantly adapted to the 
ever-changing needs and demands; and (b) the emphasis will have to be two-pronged: in 
addition to the technical aspects (the "how''), attention will have to be focused on the 
political aspects ("what for"). The keyword in the future should be relevance. A syste- 
matic, integrated and holistic programme approach will have to be applied with relevance as 
the main aspect of all activities - relevance to the main social target of health for all by 
the year 2000, and in fact, to the health needs and demands of the people. In view of this, 
the three main output indicators of the HMD process for the future might be: (a) extension 
of health coverage with special regard to primary health care; (b) improvement of quality of 
health coverage; and (c) community participation and satisfaction. 


The ET and HMD programme of WHO has tried to serve the interests of Member States in the 
best way it could since the inception of the Organization. After three decades of exis- 
tence, demonstrating the tremendous potential and dynamism of the Organization, it is now in 
the process of renovation and rejuvenation, of a complete renaissance. It has set out to 
stimulate the national political will to plan, produce and manage appropriately trained 
health personnel to man teams for well-thought-out health services meant to cover entire 
populations and to meet their real health needs and demands, as well as to stimulate TCDC, to 
coordinate international health work in this field, and to provide technical cooperation as 
needed, in this whole process. That is how this programme can best contribute to the fight 


for the achievement of the main social target of health for all by the year 2000. 
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A “health team" is defined here as a group of persons who share a common health goal and 
common objectives, determined by community needs, towards the achievement of which each 
member of the team contributes, in a coordinated manner, in accordance with his or her 
competence and skills, and respecting the functions of others. The manner and degree of 
such cooperation will, of course, vary and has to be solved by each society according to 
its own needs and resources. There can be no universally acceptable composition of the 


health team. 


Community-oriented education is defined here as one focused on both population groups and 
individual persons, which takes into account the health needs and demands of the 
community concerned. Community-based education, on the other hand, is defined here as 
one that involves the use of the community throughout the entire educational experience 
as an important environment in which learning takes place. 


This means checking (i) whether the health worker is being properly utilized at the tasks 
he was trained for; (ii) whether he is ready and able to cope with these tasks; (iii) 
in what fields his competence needs updating; (iv) his job satisfaction; (v) his 
contribution to consumer satisfaction; and (vi) his life and working conditions. 


The improvement of health status, and in general of the quality of life, is influenced by 
too many factors for it to be utilized as a direct indicator for HSMD activities, but of 
course 1€ should always be taken into account as a final aim of all health activities. 
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